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INTRODUCTION 


Women  bear  a  disproportionate  burden  of  sexually  transmitted  diseases .  For 
those  who  engage  in  vaginal  intercourse,   transmission  of  STDs  is  more 
effective  from  man  to  woman  than  it  is  from  woman  to  man.   Infections  are  more 
often  asymptomatic  in  women  than  men;  up  to  80%  of  women  have  no  initial 
symptoms  of  chlamydia   (vs  25%  for  men)   and  up  to  50%  of  women  may  have  no 
initial  symptoms  of  gonorrhea   (vs  1%  to  3%  in  men) .  Asymptomatic  women  may  not 
seek  care,  and  thus  when  diagnosis  and  treatment  is  delayed,  the  risk  of 
complication  increases.   Furthermore,   the  frequency  of  complications  of 
chlamydial  and  gonococcal  infections  is  higher  among  women  than  men:   it  is 
estimated  that  pelvic  inflammatory  disease,  with  its  sequelae  of  recurrence, 
chronic  pelvic  pain,   infertility  and  higher  risk  of  ectopic  pregnancies, 
occurs  in  at  least  20  %  of  women  infected  with  Chlamydia  trachomatis  and  in 
10%  to  20%  of  women  infected  with  Neisseria  gonorrhoeae.  In  contrast, 
epididymitis  is  estimated  to  occur  in  1%  to  2%  of  men  infected  with  gonorrhea 
or  chlamydia   (Holmes) .   In  addition,   increased  risk  of  cervical  cancer  has  been 
associated  with  human  papillomavirus  infections,  particularly  type  16  and  18. 
Finally,  untreated  STDs  during  pregnancy  can  be  transmitted  to  the  newborn. 

Young  and  poor  women  suffer  the  acute  and  chronic  consequences  of  STDs  more 
frequently  than  older  or  more  advantaged  individuals.  Women  are  over- 
represented  among  the  poor  in  this  country,  and  poverty  is  associated  with 
overall  poor  health,   including  an  increase  in  the  incidence  and  prevalence  of 
STDs,  and  a  limited  access  to  health  and  medical  services.  A  strong, 
consistent  relationship  exists  between  poverty  and  the  incidence  and 
prevalence  of  STDs .  This  same  relationship  partially  explains  the  inordinately 
high  STD  rates  seen  among  Blacks  and  Latinos,  groups  also  over- represented 
among  the  poor. 

As  providers,  we  need  to  build  trust  and  work  with  each  individual  to 
establish  a  realistic  plan  of  risk  reduction.  Providing  accurate  information 
and  educating  women  and  their  providers  is  one  of  the  first  steps  towards 
achieving  this  goal.  This  will  enable  accurate  assessment  of  personal  risk, 
description  of  methods  of  prevention  and  their  effectiveness,  and 
identification  of  specific  and  general  circumstances  that  impair  a  woman's 
ability  or  willingness  to  protect  herself. 

This  document  will  first  address  issues  surrounding  women  who  are  particularly 
at  risk  of  STDs  :  adolescents,  incarcerated  women  and  minority  women. 
It  will  also  provide  information  on  diverse  topics,  such  as  the  female  to 
female  transmission  of  STDs,   contraceptive  methods  and  their  effect  on  STD 
prevention,  and  recommendations  and  services  offered  by  the  Division  of  STD 
Control .  This  document  will  provide  background  information  to  supplement  the 
epidemiology  report  that  has  also  been  distributed. 

We  seek  to  provide  information  and  services  that  will  assist  providers  in 
enhancing  their  efforts  to  promote  primary  and  secondary  prevention  of 
STDs/HIV  for. all  women. 

An  understanding  of  underlying  issues  as  well  as  a  global  approach   (  that  is, 
taking  into  consideration  all  aspects  of  women's  lives)   are  essential  for  our 
efforts  to  be  effective.  This  also  includes  working  with  men  to  reduce  risk- 
taking  behavior. 

Psycho- social  issues  will  be  examined  more  closely  in  the  following  pages. 
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WOMEN  AND  POVERTY 


The  term  "feminization  of  poverty"  was  introduced  in  1981  to  describe  a  trend 
toward  the  increasing  poverty  of  women  and  children  relative  to  the  larger 
culture.  As  of  1980,   two  out  of  three  adults  below  the  poverty  line  set  by  the 
federal  government  were  women   (McBarnette).  In  the  1990' s,  women  and  their 
children  make  up  80  percent  of  the  poor  in  this  country   (Health  PAC  1992) .  A 
study  of  Massachusetts  women  (1994)   confirms  that  these  national  trends  are 
reflected  among  the  residents  of  our  own  state  where  two  out  of  every  three 
poor  adults  are  women   (Albeda) . 

What  is  the  link  between  poverty  and  increased  STDs?     Poverty  contributes  to 
poor  health  in  a  variety  of  ways,   including  inadequate  housing,   food  or 
clothing   (Kemer,  Gutierrez,   Zambrana,  McBarnette) .  Studies  of  homeless  women 
with  young  children  have  found  a  high  rate  of  sexually  transmitted  diseases 
with  a  concomitant  lack  of  access  to  physician  or  clinic  services   (Gilliam) . 
For  some  women,  sexual  relationships  may  offer  a  combination  of  economic 
benefits  and  increased  social  status   (Crouse  Quinn) .  A  woman  who  enters  a 
relationship  with  a  partner  who  appears  able  to  provide  emotional  and  economic 
security,  may  not  be  willing  to  risk  that  relationship  by  insisting  on  safer 
sexual  practices .  Women  who  do  have  a  home  may  be  economically  dependent  on 
the  man  they  are  living  with.  This  man  may  be  putting  them  at  risk  for 
sexually  transmitted  disease.   In  addition,  one  study  suggests  that  poor  women 
may  not  ask  men  about  drug  and  sexual  activity  outside  of  the  relationship 
because  they  do  not  believe  the  men  will  tell  them  the  truth  (Mays  and 
Cochran) . 

Stress  may  increase  the  difficulty  women  have  in  asserting  themselves,  either 
within  their  relationships  or  by  being  able  to  seek  out  and  access  needed 
information  and  services  for  STDs .  A  lack  of  education  may  also  contribute  to 
a  variety  of  health  related  behaviors  that  increase  an  individual's  risk  for 
health  problems  such  as  STDs   (Airhihenbuwa,  Avery) .  Furthermore,   the  socio- 
psychological  mechanisms  of  denial  and  dependency  that  poor  women  may  develop 
in  order  to  survive  may  be  far  more  powerful  motivators  than  concepts  such  as 
"risk  reduction"  that  have  been  used  to  educate  and  change  behavior  (Ward)  . 

As  we  have  noted  earlier,  poverty  contributes  to  poor  reproductive  health 
through  limited  access  to  health  and  medical  services   (McBarnette,   Zambrana) . 
For  certain  immigrant  groups,   inaccessibility  of  medical  care  was  the  norm  in 
their  country  of  origin  and  low  utilization  rates  of  available  services  may 
re  fleet  not  only  lack  of  access  to  services  but  also  lack  of  information 
regarding  new  and  different  habits  regarding  health  and  health  services  in  the 
U.S.    (Weitzman)  .  Poor  immigrant  and  refugee  women,  may  have  trouble  finding  a 
health  care  provider  with  whom  they  are  comfortable.  Linguistic  and  cultural 
barriers,  as  well  as  fear  of  unknown  authority  figures  contribute  to  these 
difficulties . 

For  women  living  in  or  close  to  poverty,   there  may  be  additional  practical 
barriers  to  care  such  as  lack  of  insurance,   lack  of  money  to  pay  for  private 
care,   inaccessible  hours,   and  lack  of  money  for  child  care  and  for 
transportation  to  appointments.   For  some  poor  women  of  color,  distrust  of  the 
medical  establishment  and  the  experience  of  institutionalized  racism  also 
create  powerful  forces  that  inhibit  use  of  available  services   (Crouse  Quinn) . 
And  finally,   for  poor  women  seeking  services  for  sexually  transmitted 
diseases,  which  may  be  the  source  of  feelings  of  anxiety  and  shame  (Faxelid, 
Biro,   Filiberti) ,   these  barriers  to  care  may  be  magnified. 
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HEALTH  AND  GENDER 


While  over-represented  among  the  poor  in  this  country,   national  statistics 
indicate  that  women-  particularly  women  of  color-  are  correspondingly  under- 
represented  in  positions  of  power   (Guttierrez  1990) .   In  addition,  national 
data  as  of  1991  indicated  that  women  overall  still  earn  only  approximately  70% 
of  what  men  earn  for  comparable  work   (Dorress-Worters) .  This  disparity  in 
power  affects  women's  ability  to  direct  their  own  lives  on  many  levels, 
including  both  economically  and  interpersonally . 

Violence  against  women  is  another  way  in  which  issues  of  power  and  gender 
affect  women's  health.  The  198  5  National  Family  Violence  Survey  revealed  that 
about  12%  of  American  women  were  assaulted  by  their  husband  or  partner  during 
the  year  of  the  survey  and  that  the  644  women  in  the  sample  were  assaulted  an 
average  of  6  times  during  that  year  alone   (Straus) .  Family  violence  may 
contribute  to  risk  for  STDs;  women  in  such  a  situation  may  be  unwilling  or 
unable  to  confront  a  partner  who  is  placing  them  at  risk.  Negotiating  safer 
sex  may  also  be  impossible  for  women  who  are  involved  in  drug  addiction,  and 
the  exchange  of  sex  for  drugs .  This  kind  of  activity  may  be  controlled  by  the 
men  who  are  involved  in  distribution  of  these  drugs   (Quinn) .  In  addition  for 
some  drug-using  women,   use  of  condoms  may  threaten  them  with  a  loss  of  male 
protection  (Pivnick) . 

Sexual  assault  is  the  fastest  growing  violent  crime  in  America.  Rape 
represented  6  percent  of  all  violent  crime  in  1990.  A  report  of  rape  to  a 
police  department  occurs  an  estimated  one  per  6.4  minutes   (Dupre) .  Studies 
have  shown  that  sexual  assault  can  place  women  at  risk  for  STDs .  Although 
trichomoniasis  and  bacterial  vaginosis  were  the  most  frequently  diagnosed  STDs 
following  a  sexual  assault,  gonococcal   (2.6-6.6%)  and  chlamydial  (1.5-2%) 
infections  have  also  been  detected  (Jenny  1990)  . 

Sexual  assault  is  also  a  family  problem.  Current  estimates  regarding  the 
incidence  of  incest  vary  (Herman) ,  but  there  is  some  indication  that  this 
trauma  contributes  to  the  number  of  runaway  street  teens  engaging  in  high  risk 
behaviors  for  money  in  order  to  escape  a  difficult  home  situation.  As  many  as 
3  9%  of  street  youth  have  a  history  of  sexual  abuse.  In  addition,  one  study 
found  as  many  as  4  0%  of  these  youth  had  a  history  of  an  STD  (Sherman) .  Studies 
have  also  found  that  people  who  report  childhood  rape  are  four  times  more 
likely  to  be  working  as  prostitutes;  women  with  this  history  were  almost  three 
times  more  likely  to  become  pregnant  before  the  age  of  18   (Zierler) .  In 
addition,  low  self  esteem  and  inability  to  negotiate,   common  to  the  survivors 
of  sexual  abuse,  contributes  to  the  risk  for  STDs  at  all  ages   (Herman) . 
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THE  SOCIALIZATION  OF  WOMEN  AND  STDS 


Studies  have  found  that  American  media  still  predominantly  stress  more 
traditional  images  of  women  as  defined  by  their  role  of  mother  and  caretaker, 
and  dependent  on  others  for  problem  solving   (Pierce) .   In  this  image,   women  are 
portrayed  as  less  than  fully  developed  because  of  the  importance  that 
relationship  to  others  plays  in  their  lives.  Recently  psychologists  have 
questioned  whether  this  difference  from  men  may  be  viewed  as  a  strength  rather 
than  a  weakness   (Jordan,  Goodman) .  Since  there  is  some  evidence  to  suggest 
that  a  woman's  positive  sense  of  self  is  more  dependent  on  her  ability  to  make 
and  to  maintain  relationships,   efforts  to  protect  women  from  STDs  may  be  most 
effective  if  they  build  on  women's  strength  in  relationship  to  others  (Amaro, 
1994) . 

Women's  sexuality  and  bodies  have  been  portrayed  as  unclean  in  medical 
literature  of  an  earlier  era,  and  as  the  source  of  sexually  transmitted 
disease   (Leonardo) .     The  blame  for  disease  has  also  been  divided  by  class  and 
race:  writings  of  a  health  official  in  the  early  part  of  this  century 
indicates  that  health  problems  of  southern  cities  were  caused  by  "Black  race 
influence"  which  constituted  a  "menace  to  our  own"    (cited  by  Airhihenbuwa) .  It 
is  unclear  how  this  aspect  of  socialization  of  women  may  affect  their 
sexuality  as  a  whole.  However,  there  is  some  indication  that  as  a  result  women 
may  be  more  vulnerable  to  pressures  from  advertising  regarding  feminine 
hygiene.  It  is  interesting  to  note  that  vaginal  douching  is  most  common  among 
poor  Black  women.  This  douching  may  be  a  risk  factor  for  the  development  of 
pelvic  inflammatory  disease   (Aral , Scholes) . 

In  order  to  stop  the  spread  of  STDs  we  need  to  create  social  and  health 
support  for  all  women.  They  must  be  able  to  evaluate  and  negotiate  with  sexual 
partners  in  terms  of  possible  transmission  of  STDs,   including  KIV.  Some 
individuals  still  view  STDs  as  "dirty"  diseases  linked  to  illicit  sex  and 
promiscuity,  and  see  them  as  punishment  for  immoral  behaviors  (Campaign  for 
Women's  Health).  Following  an  STD,  women  may  experience  feelings  of  guilt, 
shame  and  depression.  They  may  also  experience  more  difficulty  in  sexual 
relationships  and  be  concerned  regarding  the  frequency  and  spontaneity  of 
intercourse.  Young  women  may  also  worry  about  the  effects  on  their  fertility 
(Biro, Filiberti) . 

Current  STD  prevention  campaigns  encourage  women  to  talk  to  their  partners 
about  STDs  and  to  use  condoms .  This  is  extremely  difficult  for  women  who  are 
concerned  about  issues  of  desirability  and  romance.  Studies  of  women  at  high 
risk  for  HIV  conducted  at  the  Montefiore  Research  Center  included  groups  of 
American  women  representing  a  variety  of  cultural  groups  who  discussed 
cultural  expectations  in  their  primary  sexual  relationships.  One  woman 
commented  that  the  women  she  knows  "want  to  stay  in  the  same  relationship  all 
their  lives,   they  want  to  put  their  lives  in  men's  hands  -  so  they  stick  by 
their  relationship,  even  if  it's  awful,  because  they  are  still  thinking  of 
their  romantic  ideal"    (Worth) . 

Women  in  the  same  Montefiore  study  indicated  that  condom  use  was  difficult  for 
them  for  a  variety  of  reasons.   For  some  women  who  have  been  brought  up  that 
sex  should  be"  "natural",  using  a  condom  implies  a  decision  to  have  "unnatural" 
or  undesirable  sex   (Worth) .  For  many  women,   a  hesitancy  to  use  condoms  is 
magnified  by  a  perception  that  condoms  are  unattractive  and  uncomfortable  for 
men   (Hinkle,  Jemmott).   In  addition,   in  those  groups  where  a  woman's  fertility 
defines  her  value,  use  of  contraceptives  may  negatively  affect  her  self 
esteem.  By  the  same  token,  men  who  attempt  to  use  condoms  may  be  seen  as 
trying  to  avoid  pregnancy  and  "use"  the  woman  (Worth) . 
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The  women  in  the  Montefiore  group  believed  that  condoms  are  not  viewed  simply 
as  contraceptives  or  protection  against  STDs ;   women  who  carry  condoms  may  also 
be  seen  as  available  for  or  as  seeking  sex.  Women  carrying  condoms  may  also 
violate  normative  expectations  that  women  will  play  the  passive  role  in  sexual 
relations.  Violation  of  this  norm  could  result  in  loss  of  sexual  desirability 
and  social  status.  On  the  other  hand,   introduction  of  condoms  into  a  long  term 
relationship  where  they  have  not  been  previously  used,   may  be  seen  as 
threatening  the  trust  involved  in  the  relationship.  For  some,   condoms  are 
symbols  of  extra-relationship  activity   (Worth) .   In  addition,   the  pressure  to 
prove  one's  love  and  trust  of  a  partner  through  sex  without  condoms  increases 
over  the  length  of  a  relationship.  For  this  reason,  women  may  begin  a 
relationship  by  practicing  safer  sex  but  discontinue  this  practice  over  time 
(Christmas) .  Women  may  also  believe  that  being  monogamous  protects  them  from 
getting  an  STD  (Campaign  For  Women's  Health). 

The  socialization  and  role  expectations  for  women,  as  well  as  the  differences 
in  power  between  men  and  women  may  make  it  difficult  for  women  to  implement 
seemingly  simple  rules  for  safer  sexual  practices.  While  recent  studies 
indicate  that  some  women  feel  comfortable  with  frank  discussion  about  risk  and 
condom  use,   other  women  do  not  feel  comfortable  negotiating  safer  sex 
(Campaign  for  Women's  Health).  Studies  of  women  of  color  indicate  that  they 
are  even  less  likely  than  other  women  to  see  themselves  as  in  control  of  their 
health  and  well-being   (Nemcek,  Bundek) .  In  trying  to  protect  all  women  from 
STDs  we  must  continue  to  educate  and  help  women  become  "empowered" .  However  we 
must  also  consider  other  interventions  involving  sexual  partners  and  family, 
neighborhood,  and  community  systems  that  might  also  be  mobilized  to  provide 
support  for  women. 

HOMOPHOBIA  AND  THE  SOCIALIZATION  OF  LESBIAN  WOMEN 

Lesbian  adolescents  may  encounter  severe  psychological  and  social 
difficulties.  Fearing  judgmental  attitudes,  young  people  typically  hide  their 
thoughts  about  sexual  orientation.  Increased  anxiety  experienced  by  young 
lesbians  may  make  them  even  more  vulnerable  than  other  adolescents  to  common 
problems  such  as  drug  and  alcohol  abuse  or  sexual  acting  out   (Sanford) . 

Suicide  is  the  leading  cause  of  death  for  gay  and  lesbian  adolescents. 
Barriers  are  encountered  in  many  settings  including  schools  (Governor's 
Commission  on  Gay  and  Lesbian  Youth)  and  within  the  health  care  system 
(Sanford) .  The  health  care  needs  of  lesbians  have  received  little  attention  i 
medical  literature  and  health  care  providers  may  not  feel  well  prepared  to 
provide  care  for  this  group  of  women. 
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WOMEN'S  AWARENESS  AND  KNOWLEDGE  REGARDING  STD  RISKS 


A  1994  report  from  the  American  Medical  Women's  Association  reveals  that  many 
women  are  not  knowledgeable  about  their  risk  of  acquiring  an  STD,  including 
HIV.  This  report  outlines  the  results  of  telephone  interviews  with  1,000  women 
aged  18  to  60.  Overall,   the  women  interviewed  -  including  those  at  higher  risk 
-  did  not  believe  than  an  STD  could  happen  to  them.  These  women  are  therefore 
less  likely  to  take  the  steps  necessary  to  prevent  the  spread  of  STDs 
(Campaign  For  Women's  Health). 

This  study  also  looked  at  attitudes  and  practice  of  safer  sexual  behaviors . 
The  study  concluded  that  greater  STD  education  efforts  are  needed  to  increase 
public  awareness  and  reduce  the  stigma  associated  with  STDs.  Increased 
awareness  was  found  to  be  associated  with  being  able  to  negotiate  safer  sex 
practices,  as  well  as  with  being  comfortable  in  seeking  treatment.  The  women 
interviewed  supported  increased  public  discussion  and  education  about  STDS . 
This  support  cut  across  all  income,   education,  age  and  racial  groups  (Campaign 
For  Women's  Health) . 
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ISSUES  SURROUNDING  STDs  AND  ADOLESCENT  WOMEN 


EPIDEMIOLOGY  OF  STDS  AMONG  MASSACHUSETTS  ADOLESCENTS 

As  revealed  by  epidemiologic  data  in  Massachusetts,  adolescents  are  at  high 
risk  of  sexually  transmitted  diseases. 

•Rates  of  gonorrhea  and  chlamydia  are  higher  among 

adolescent  women  than  among  their  male  counterparts. 

•The  highest  rates  of  gonorrhea  and  chlamydia  among  women  occur  in  women 
age  15  to  19  years  old. 

•In  1994,  nearly  one  third  of  all  chlamydial  infections  were 
reported  in  the  15  to  19  year  old  age  group  and  rates  were 
more  than  four  times  higher  in  this  age  group  than  among  all  ages . 

•Minority  adolescent  women  are  disproportionately  experiencing 
gonorrhea   (rates  of  1403  and  412  per  100,000  for  Black  women  and 
Latinas  respectively  vs  44  per  100,000  for  White  women),  chlamydia 

(rates  of  3595  and  3123  per  100,000  for  Black  women  and  Latinas 
respectively  vs  299  per  100,000  for  White  women)  and  syphilis   (rates  of 
92  and  22  per  100,000  for  Black  women  and  Latinas  respectively  vs  1 
per  100,000  for  White  women). 


EXPLAINING  HIGH  ADOLESCENT  STD  RATES 


There  are  several  factors  that  may  explain  why  STD  rates  are  higher  among 
adolescent  women.  See  Table  1  on  the  following  page  for  further  explanation. 


Table  1 .  Factors  Contributing  to  STD  Infection  in  Adolescents 


Biologic 

•  Epithelium  of  adolescent  cervix  is  relatively  vulnerable  to  microbial  damage  since  it  is  developmentally 
immature  (in  biologic  transition  from  columnar  cells  to  squamous  cells) 

•  C  trachomatis  and  N  gonorrhoeae  preferentially  infect  columnar  epithelium  (ectopy) 
Behavioral 

•  In  1993,  49%  of  Massachusetts  high  school  students  surveyed  in  the  1993  Youth  Risk  Behavior  Survey  of 
the  Department  of  Education  reported  having  had  sexual  intercourse;  8%  of  the  students  surveyed  indicated 
that  they  had  had  sexual  intercourse  before  the  age  of  13,  an  increase  from  5%  in  the  1990  survey 

Psychological 

•  Early  adolescent  behaviors  are  typically  influenced  by  impulses,  feelings,  concrete  thoughts,  and  fantasies; 
denial  of  vulnerability  is  also  common 

•  Adolescents  with  mostly  negative  feelings  about  sexuality  are  less  likely  to  acknowledge  the  need  for  or 
practice  self-protective  behaviors 

Medical 

•  Females  participate  more  frequently  in  STD  screening  than  do  males 

•  Access  to  STD  services  is  limited  by  geography  and  finances  for  many  adolescents 
Social 

•  Adolescents  are  typically  susceptible  to  cultural  messages  regarding  sexuality,  and  adolescents  may  be 
impressed  by  commercial  notions  of  sexual  attractiveness,  the  objectification  of  women,  and  sexual  activity 
without  accountability 

•  Especially  for  those  adolescents  in  cultural  subgroups,  for  those  who  are  immigrants/refugees  or  children 
of  immigrants/  refugees,  and  for  those  whose  parents  come  from  different  cultural  groups,  the  messages 
received  within  the  family  structure  and  from  the  larger  society  regarding  sexuality  may  be  mixed  and 
conflicting 


SOURCES:  Alan  Gutnnacher  Institute.  Sex  and  America's  Teenagers  1994:  Brookman  RR.  in  Sexually  Transmuted  Diseases  It.  1990:  Gittcs 
EB.  Ptdiatr  Rev  1993:  Santelli  JS.  J  Sch  Health  1992;  Yarber  WL.  J  Sch  Health  1992. Massachusetts  1993  Youth  Risk  Behavior  Survey 
Results.  Massachusetts  Department  of  Educauon.  June  1994. 


SEXUAL  BEHAVIORS 


STD  risk  among  adolescent  women  is  a  function  of  age  at  first  intercourse,  the 
sexual  activities  engaged  in  as  well  as  frequency  of  sexual  activity  and  the 
protective  behaviors  practiced.   It  is  also  a  function  of  the  prevalence  of 
STDs  in  the  community  from  which  you  choose  your  partners,  as  well  as  partner 
switching   (Santelli  and  Beilenson) .  Ethnic  and  racial  differences  in  STD  rates 
among  female  adolescents  reflect  many  factors  which  are  discussed  in  some 
detail  in  the  introduction  on  the  social  and  cultural  context  of  women's 
sexuality. 

Research  on  adolescents  has  focused  primarily  on  vaginal  intercourse,  so 
little  is  known  about  other  sexual  behaviors.  This  is  an  area  where  further 
research  is  needed  to  document  the  prevalence  of  other  activities,   such  as 
heterosexual  anal  intercourse.  The  latter  may  be  used  by  some  adolescents  as 
protection  of  one's  perception  of  virginity  and  protection  against  pregnancy, 
therefore  deterring  the  use  of  barrier  methods   (Joffe) .  Significant  rates  of 
this  activity  have  been  reported  across  varied  socioeconomic,  ethnic  and  age 
groups   (Voeller) . 

National  surveys  show  that  adolescent  women  are  increasingly  sexually  active. 
Between  1970  and  1988,   the  proportion  of  women  15  to  19  years  old  who  reported 
ever  having  had  sexual  intercourse  increased,  most  notably  between  1986  and 
1988    (CDC  1991) .  These  sexually  experienced  young  women  also  reported 
increasing  numbers  of  sexual  partners.     Self -reported  data  of  high  school 
women  show  similar  results   (CDC  1992)  .  As  noted  in  the  previous  table,  results 
from  the  Massachusetts  Department  of  Education  1993  Youth  Risk  Behavior  Survey 
indicate  that  4  9%  of  the  Massachusetts  high  school  students  surveyed  had 
engaged  in  sexual  intercourse.  This  same  report  indicated  that  15%  of  the 
students  surveyed  had  had  four  or  more  sexual  partners. 

Although  it  is  often  believed  that  pregnancies  among  adolescents  are 
unintended,   this  is  not  true  for  all  young  women.  In  fact,  some  adolescents 
seek  pregnancy  (Airhihenbuwa) .  This  desire,  related  to  cultural  and  socio- 
economic issues,  will  deter  the  use  of  barrier  methods  and  prevention  efforts 
against  STDs . 

The  male  sexual  partners  of  adolescent  females  are  often  considerably  older 
(Alan  Guttmacher  Institute) .  These  men  appear  to  be  more  likely  to  engage  in 
risky  sexual  practices.     For  example,  respondents  in  the  National  Survey  of 
Adolescent  Men  reported  increased  sexual  activity  (earlier  and  more  frequent 
intercourse  with  more  partners)  but  decreased  condom  use  over  the  period  from 
1988  to  1991   (Ku,  Sonenstein  and  Pleck)  .  Activity  with  prostitutes  was  also 
reported  more  frequently.     These  results  are  consistent  with  increased  STD 
risk  to  adolescent  females  as  well  as  decreased  male  acceptance  of 
responsibility  for  STD  control  and  contraception. 

In  anonymous  surveys,   adolescent  and  college-age  men  demonstrate  worse  insight 
into  STD  risk,  report  greater  degrees  of  sexually  risky  behavior,  report 
infidelity  in  a  monogamous  sexual  relationship  more  frequently,   and  admit  to 
lying  for  the  purpose  of  sex  more  often  than  their  female  peers  do  (Cochran, 
Yesmont,  Joffe,  Stebleton  and  Rothenberger ,  Leland  and  Barth) .  The  women 
interviewed  in  the  Montefiore  study  described  earlier  expressed  anger  at  being 
asked  to  be  responsible  for  men's  behavior   (Worth).  Experts  in  sexual 
education  for  adolescents  have  also  noted  that  a  number  of  the  curriculums 
currently  in  use  do  not  adequately  address  issues  of  male  behavior  and 
responsibility  (SIECUS) . 

Sexual  disinhibition  due  to  alcohol  or  drug  use  is  associated  with  having 
multiple  sexual  partners  and  failure  to  use  condoms,  both  of  which  increase 
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the  risk  of  acquiring  or  transmitting  an  STD  (Cox) .  Findings  from  a  national 
survey  of  high  school  youth  support  this  conclusion  (Leigh) .  The  most  recent 
Massachusetts  Department  of  Education  Youth  Risk  Behavioral  Survey  indicated 
that  among  those  students  surveyed,  heavy  drinking  within  the  last  month  was 
associated  with  engaging  in  sexual  intercourse,  having  had  two  or  more 
partners  within  the  last  three  months  as  well  as  with  lower  levels  of  condom 
use  among  those  who  were  sexually  active. 

Many  of  the  risks  of  intercourse  can  be  ameliorated  by  the  consistent,  correct 
use  of  latex  condoms  and  in  the  case  of  vaginal  intercourse,   the  use  of 
spermicidal  jellies  or  foams.     Among  sexually  active  adolescent  women,  condom 
use  at  first  intercourse  more  than  doubled  in  the  198  0s,  but  the  proportion  of 
women  properly  using  condoms  with  every  act  of  intercourse  remained  low 
(Forrest  and  Singh,  Alan  Guttmacher  Institute) . 

In  one  study  of  sexually  active  12-  to  19-year-old  females,   reported  condom 
use  for  at  least  one  specific  reason  (prevention  of  pregnancy,   STD,   or  AIDS) 
was  directly  correlated  with  cognitive  maturity  and  positive  attitudes  about 
condom  use.  After  statistical  adjustment  for  the  reported  reasons  for  previous 
condom  use,  other  behavioral  risk  was  the  only  additional  factor  associated 
with  condom  use  at  the  most  recent  sexual  encounter  (Orr) .  That  is,   women  who 
engaged  in  other  risk  behaviors   (drug  and  alcohol  use  or  minor  delinquency) 
were  less  likely  to  have  used  a  condom.  Knowledge  about  STDs  and  AIDS  and 
concurrent  use  of  contraceptive  pills  were  not  correlated  with  condom 
practices. 

Providing  treatment  or  case  management  services  to  an  adult  infected  with  an 
STD  is  far  less  cost-effective  than  preventing  the  infection  (CDC  1993) . 
Given  the  relatively  longer  lifespan  of  adolescents  and  the  unique 
vulnerability  of  adolescent  women  to  certain  STDs,  this  fact  assumes  greater 
relevance.  There  is  a  need  for  a  more  holistic  approach  in  addressing  this 
issue  and  other  risk  behaviors,  which  will  lead  to  more  self -efficacy  and 
enhance  decision  making  practices  in  young  women. 


HEALTH  PROMOTION  FOR  ADOLESCENTS 


Adolescents  need  to  be  informed  about  the  risks  of  unplanned  intercourse  and 
reliable  methods  of  protection.  They  must  also  be  assisted  in  developing  the 
interpersonal  skills  needed  to  resist  pressure  to  engage  in  unwanted  sexual 
activity  and  to  obtain  protective  measures  such  as  latex  condoms  and 
spermicidal  jellies  and  foam  when  they  decide  they  are  ready  (Alan  Guttmacher 
Institute) .  Early  adolescence   (ages  11  to  14)   is  an  appropriate  time  to  begin 
talking  to  adolescents  about  these  issues   (Elster) . 

Parental  monitoring  of  adolescent  social  activity,   especially  dating,  appears 
to  decrease  the  likelihood  of  sexual  risk-taking   (Santelli  and  Beilenson) . 
Effective  monitoring  "does  not  necessitate  intrusion"  but  implies  that 
"parents  have  an  active  interest  in  their  adolescents'   social  and  recreational 
behaviors,  peer  group  composition,   and  academic  achievement"  (Elster). 
Recent  focus  groups  of  young  adults  and  parents  have  revealed  that  some  young 
adults  were  confused  by  health  promotion  messages  they  had  received  regarding 
"risky  behavior".  They  indicated  that  words  like  "dangerous"  might  be  more 
helpful.   In  addition,   they  reported  that  they  felt  having  support  from  adults 
is  essential  to  their  ability  to  practice  certain  behaviors.  These  young 
people  said  that  love,   family  and  home  support  were  very  important  to  them. 
The  study  concluded  that  effective  health  promotion  must  reach  out  to  both 
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youth  and  family  and  involve  them  in  creating  a  healthy  environment    (Morris) . 

Studies  indicate  that  adolescents  are  typically  reluctant  to  acknowledge  their 
own  sexual  activity  if  they  have  been  forbidden  by  their  parents  to 
participate  in  it.     Adolescents  will  not  use  condoms  if  they  are  difficult  to 
obtain.     While  it  may  be  difficult  for  many  parents  to  do,  providing 
information  about  condom  use  and  availability  to  their  adolescents  will 
increase  the  likelihood  that  a  teenager  will  act  responsibly  if  he  or  she 
chooses  to  have  sex.     Since  some  studies  indicate  that  adolescent  women  in 
steady  relationships  are  more  likely  to  have  intercourse  than  those  who  are 
not,   assessing  the  seriousness  of  adolescents'   dating  relationships  may 
provide  an  indication  of  risk   (Santelli  and  Bielenson).- 

Unpremeditated  sexual  intercourse  is  more  common  among  adolescents  than 
adults,   and  is  more  likely  under  the  influence  of  alcohol  or  drugs.  Education 
regarding  the  dangers  of  drug  and  alcohol  abuse  enhance  the  promotion  of  safer 
sexual  behaviors . 


GROUP  INTERVENTIONS  FOR  PREVENTION  AND  EDUCATION 

Over  the  past  two  decades,  schools  as  well  as  family-  and  youth-oriented 
service  organizations  and  community  agencies  have  designed  and  implemented 
programs  to  modify  teenage  sexual  expression.  However,   few  such  programs  have 
had  their  usefulness  assessed.  Reasons  include  difficulty  in  designing 
evaluations  that  can  reliably  assess  program  effectiveness  and  problems  in 
determining  valid  outcome  measures   (Alan  Guttmacher  Institute) . 

Schools  offer  a  number  of  advantages  for  the  provision  of  STD  prevention 
education   (DiClemente) .   Large  numbers  of  young  people,   including  a  significant 
number  at  high  risk,   are  accessible  at  a  time  before  many  of  them  become 
sexually  active.  While  most  sex  education  programs  successfully  increase 
student  knowledge,   changes  in  adolescent  sexual  behavior  appear  to  require 
reinforced  messages  about  how  to  resist  sexual  pressures  and  how  to  avoid 
disease   (Mellanby) .   School -based  STD  and  pregnancy  prevention  programs  that 
have  been  most  effective  share  the  following  elements: 

•a  theoretical  grounding  in  social  learning  or  influence  theories; 
•a  narrow  focus  on  reducing  specific  sexual  risk-taking  behaviors; 
•provision  of  basic,  accurate  information  about  the  risks  of  unprotected 
intercourse  and  methods  of  avoiding  it  through  experiential  activities 
designed  to  personalize  this  information; 

•reinforcement  of  individual  values  and  group  norms  against  unprotected 
sex  that  are  age  -  and  sexual  experience  -  appropriate; 

•activities  that  address  social  or  media  influences  on  sexual  behaviors  ,- 
and, 

•activities  to  increase  communication  and  negotiation  skills  and  build 
confidence  in  those  skills   (Kirby) . 
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Most  of  these  qualities  were  mentioned  by  teachers  and  students  surveyed  by 
the  Massachusetts  Department  of  Education   (Table  2) . 


Table  2.  Recommendations  for  the  Improvement  of  STD  Prevention  Education  in 
Massachusetts  Schools 


Recommendations  of  teachers 

•  Lengthen  courses  and  expand  curriculum  to  additional  grades 

•  Hire  trained  health/sexuality  educators  and  train  existing  teachers 

•  Educate  and  involve  parents 

•  Demonstrate  correct  condom  use  and  make  condoms  available  to  students 

•  Increase  linkages  with  other  components  of  comprehensive  health  education 

•  Encourage  local  school  administrative  leadership  in  support  of  health  education  and  promotion 

•  Petition  the  state  to  provide  leadership  on  STD  education  curriculum  recommendations  or 
guidelines 

•  Improve  availability  of  local  statistics  on  STD  rates 

Recommendations  of  students 

•  Make  STD  and  health  classes  more  interactive  and  discussion-oriented 

•  Include  more  detailed  information  on  STDs  and  lift  restrictions  on  what  teachers  can  talk  about 

•  Use  peer  leaders  and  peer  education  for  STD  and  other  sexuality  education 

•  Make  STD/sexualiry  education  culturally  appropriate 


SOURCE:  MDOE.  STD  Prevention  Education  in  Mass.  Schools  June  1994. 


In  general,  programs  designed  to  increase  knowledge  about  sexuality  issues  and 
improve  access  to  medical  contraceptive  services  do  not  encourage  teenagers  to 
engage  in  sexual  activity  earlier  or  more  frequently  than  their  peers  who  are 
not  involved  in  such  programs   (Alain  Guttmacher  Institute,  Santelli  and 
Bielenson) .  Among  Massachusetts  high  school  students  surveyed,   those  who  had 
not  received  AIDS /HIV  education  were  more  likely  than  those  who  had  received 
such  education  to  report  having  engaged  in  sexual  intercourse .  They  were  also 
less  likely  to  report  using  a  condom  the  last  time  they  did  have  intercourse 

Intensive,  school-based  interventions  combining  sexuality  education, 
counseling  and  small  group  discussions  with  easy  access  to  medical  family 
planning  services  have  been  successful  in  delaying  the  onset  of  sexual 
activity  among  high-risk,  inner-city  youth  and  in  developing  self -efficacy  as 
well  as  strong  decision  making  skills   (Alan  Guttmacher  Institute) . 
Massachusetts  teachers  have  found  school-based  and  school -linked  adolescent 
health  clinics  valuable  complements  to  their  STD  education  programs 
(Massachusetts  Department  of  Education,   STD  Prevention  Education  in 
Massachusetts  Schools) .  There  is  some  evidence  that  STD  prevention  programs 
that  promote  abstinence  alone  may  place  participants  at  higher  risk  for  STDs 
if  they  provide  less  information  about  prevention  strategies   (Alan  Guttmacher 
Institute) . 

Comprehensive  community-wide  approaches  are  typically  more  likely  to  be 
successful  if  they  have  broad-based  support  from  parents,   the  schools, 
churches,   community  leaders,   and  the  media  and  are  well  informed  about  the 
health  status  of  adolescents  and  the  risk  of  STD  transmission   (Alan  Guttmacher 
Institute) . 
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THE  ROLE  OF  THE  PROVIDER 


We  encourage  physicians  who  care  for  adolescents  to  follow  American  Medical 
Association   (AMA)   preventive  service  guidelines,   despite  the  financial, 
logistical  and  personal  barriers  many  physicians  face   (Igra) .  The  American 
Medical  Association  recommends  that  all  adolescents  be  asked  annually  about 
risky  sexual  behaviors  and  that  health  guidance  be  provided  regarding 
responsible  sexual  behaviors,   including  the  provision  of  appropriate 
contraceptive  methods  and  instructions  on  how  to  use  them  properly   (Elster) . 
Additionally,   sexually  active  teenagers  should  be  offered  testing  for  STDs, 
including  HIV. 

If  an  adolescent  is  comfortable  being  interviewed  alone,  she  should  be. 
Confidentiality  to  the  extent  permitted  by  law  should  be  assured.  In 
Massachusetts,  state  law  permits  providers  to  diagnose  and  treat  STDs  without 
parental  consent   (see  addendum  for  law  article) .  Sexuality  concerns  should  be 
elicited,   and  understanding  of  sexual  development  and  reproduction  assessed 
and,  if  needed,  corrected.  Providers  should  ask  about  sexuality  information 
sources  and  extent  of  communication  about  sexuality  within  the  family.  Any 
examination  should  be  preceded  with  a  discussion,  while  the  adolescent  is 
dressed,  about  what  will  take  place.  A  female  companion  or  chaperon  should  be 
present,   if  desired.     If  staffing  permits,  the  adolescent  should  be  offered  an 
examination  by  a  female  provider   (Brookman) . 

We  also  refer  providers  to  the  Guidelines  for  Comprehensive  Sexuality 
Education  which  were  developed  by  a  Task  Force  of  health  educators  and 
sexuality  professionals,  under  the  direction  of  the  Sexuality  Information  and 
Education  Council  of  the  US   (SIECUS  1993) .  These  guidelines  summarize  the  kind 
and  type  of  health  information  which  might  be  addressed  in  providing  sexuality 
education  to  clients. 

SUMMARY 

•Of  all  age-  and  gender-stratified  population  groups,  adolescent  women 
have  the  highest  STD  case  rates.  Among  adolescents,  rates  for  women  of 
color  far  exceed  those  for  the  rest  of  the  population. 

•An  increasing  proportion  of  adolescent  women  are  sexually  active,  of 
whom  an  increasing  share  are  having  intercourse  for  the  first  time 
before  age  15 .  Men  who  have  sex  with  adolescent  women  have  on  average 
more  sexual  partners  than  the  women  do.  They  place  adolescent  women  at 
risk  by  often  failing  to  use  condoms  consistently  and  correctly. 

•Alcohol  or  drug  use  play  a  central  role  in  the  sexual  activity  of  most 
adolescents,   thus  placing  teenagers  at  higher  risk  of  acquiring  or 
transmitting  an  STD. 

•While  peer  influences  may  more  strongly  influence  adolescent  sexual 
behaviors,   the  role  of  caregivers  is  still  important.  Some  parents  are 
reluctant  or  unwilling  to  become  aware  of  the  sexual  behavior  of  their 
adolescent  children,   thus  denying  these  adolescents  an  opportunity  for 
role-modeling  and  education  on  responsible  sexual  practices. 
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112  §  12E  PROFESSIONS  AND  OCCUPATIONS 

^ardian  of  such  minor  shall  not  be  necessary  toau^^spital  and 
medical  care  related  to  such  drug  dependency  and,  n°~n*S^"n^Ethrei 
provision  of  section  fifty-lour  of  chapter  one  hunore I  and  ^en^ 
to  the  contrary,  such  parent  or  legal  guard™  sbaB not  be  table  lor 

methadone  maintenance  therapy. 

Added  by  SL1970,  c.  816.  Amended  by  SL1973,  c  430,  §  8A. 

Historical  Note 
j  .  „  substituted  "fifty-four  of  chapter  one  hun- 

SL1970,  c  £16,  was  approved  An*.  27,     «bf  ™^  twen^.three"  {or  "one  hundred 

WW,  c  430.  5  8A,  «  err,ency  act    and  forty.ne"  in  the  third  sentence, 
xnd  corrections  bill,  approved  June  19. 1973, 

Law  Review  Commentaries 

«f  tK.        Parent-child  relationship.  Neil  L.  Chayet, 
Health  services:  An  mt*rprtt*oor to !  Ae  ,  . /^'JV        of  Mass.  Law,  Boston 
»ff»<-t  of  statutory  immunity  on  meaical     17  Annual  aoryey  w 
SSJdc  Sffi?.  (1974)  54  Boston  ttL     College,  p.  107  (1970). 
Rev.  931. 

Library  References 

"  P^iir0^  "U'  ^Meic^T  malpractice.  'statutory  «cep- 

Infants  «=»13.  *        f     •  ^  liabuiCy,  ,ee  MJ>.S. 

CJ-S.  Drup  and  Narcobcs  S  232.  »«  Simpson   and  Alpenn. 

CJ£.  Infants  S§  35,  93.  I  1883 

Miscellaneous  immunities,  see  M-P.S. 
toL  37,  Nolau,  §  376. 

§  12F.    Emergency  treatment  of  minors 

Mo  nhvsician  dentist  or  hosoital  shall  be  held  liable  for  damages  for 
i^ToZX  coScnt  of  a  parent,  legal  guardian,  or  other  person 
rrZl  rLtodv  or  control  of  a  minor  child,  or  of  the  spouse  of  a  patent, 
STSr^jS™  »d  treatment,  including  blood  transiusjons, 
wherdelay^^tment  will  endanger  the  life,  limb,  or  mental  well-be- 
ing  of  the  patient. 

a„v  minor  may  give  consent  to  his  medical  oriental  care  at  the  time 
su^ru  aoughfii  (/)  he  is  married,  widowed,  divorced;  or  M  he  is 
tn-  na^ent  of  a  enfld.  in  which  case  he  may  also  give  consent  to  metucal 
or  d  enUl  care  of  the  chad;  or  (iff)  he  is  a  member  of  any  of  the  armed 
fn4L  orT)  she  is  pregnant  or  believes  herself  to  be  pregnant;  or  (v) 
heTltog  s»«aU  andaoart  from  his  parent  of  legal  guarman  and  .s 
manadn/his own  financial  affairs;  or  (W)  he  reasonaoly  beheves 
to  1*  suffering  from  or  to  have  come  in  contact  wun  .any  disease 
defied  Is  dangerous  to  the  public  health  pursuant  to  secnon  »  o. 
cha^r  "ne Tundred  and  eleven;  provided  however,  te»-r 
m\y  only  consent  to  care  which  relates  to  the  d,agnos,s  or  treatment  01 
such  disease. 

72 


PHYSICIANS  AND  SURGEONS 


112  §  12F 


Consent  shall  not  be  granted  under  subparagraphs  (//')  through  (vi), 
inclusive,  for  abortion  or  sterilization. 

Consent  given  under  this  section  shall  not  be  subject  to  later  disaffir- 
mance because  of  minority.  The  consent  of  the  parent  or  legal  guardian 
shall  not  be  required  to  authorize  such  care  and,  notwithstanding  any 
other  provisions  of  law,  such  parent  or  legal  guardian  shall  not  be  liable 
for  the  payment  for  any  care  rendered  pursuant  to  this  section  unless 
such  parent  or  legal  guardian  has  expressly  agreed  to  pay  for  such  care. 

No  physician  or  dentist,  nor  any  hospital,  clinic  or  infirmary  shall  be 
liable,  civilly  and  criminally,  for  not  obtaining  the  consent  of  the  parent 
or  legal  guardian  to  render  medical  or  dental  care  to  a  minor,  if,  at  the 
time  such  care  was  rendered,  such  person  or  facility:  (/)  relied  in  good 
faith  upon  the  representations  of  such  minor  that  he  is  legally  able  to 
consent  to  such  treatment  under  this  section;  or  (Zi )  relied  in  good  faith 
upon  the  representations  of  such  minor  that  he  is  over  eighteen  years  of 
age. 

All  information  and  records  kept  in  connection  with  the  medical  or 
dental  care  of  a  minor  who  consents  thereto  in  accordance  with  this 
section  shall  be  confidential  between  the  minor  and  the  physician  or 
dentist,  and  shall  not  be  released  except  upon  the  written  consent  of  the 
minor  or  a  proper  judicial  order.  When  the  physician  or  dentist  attend- 
ing a  minor  reasonably  believes  the  condition  of  said  minor  to  be  so 
serious  that  his  life  or  limb  is  endangered,  the  physician  or  dentist  shall 
notify  the  parents,  legal  guardian  or  foster  parents  of  said  condition  and 
shall  inform  the  minor  of  said  notification. 

Added  by  SU970,  c  847.  Renumbered  by  SL1971,  c  335,  §  1.  Amended  by 
SL1975,  c  564. 

Historical  Note 


St.1970.  c  847,  approved  Aug.  31.  1970, 
added  the  provisions  of  this  aection  as 
§  12E  of  this  chapter  without  reference  to 
the  enactment  of  §  12E  by  SL1970,  c  816. 

SU971,  c  335,  §  1,  approved  May  27, 
1971,  renumbered  the  provisions  of  this  sec- 
tion as  §  12F. 

St.1975,  c  564,  rewrote  the  aection,  which 
prior  thereto  read: 

"No  physician  shall  be  held  liable  for 
damages  for  failure  to  obtain  consent  of  a 
parent  or  parents,  guardian  or  guardians  or 


other' persons  having  custody  or  control  of 
a  minor  child,  or  of  the  spouse  of  a  patient, 
to  emergency  examination  and  treatment, 
including  blood  transfusions,  when  delay  in 
treatment  will  endanger  the  life,  limb,  or 
mental  well-being  of  the  patient  nor  shall 
any  hospital  be  liable  for  any  such  examina- 
tion and  treatment  by  a  physician  therein." 

St.1975,  c  564,  was  approved  Aug.  28, 
1975.  Emergency  declaration  by  the  Gover- 
nor was  filed  Oct  29,  1975. 


Law  Reriew  Commentaries 

Constitution  and  family.  (1980)  93  Har-  Voluntary  sterilization  of  non-insbtution- 
vard  LRev.  1156.  alized    mentally    incompetent  individual. 

Law  of  patient  care.    Michael  Broad     (1982)  17  New  England  LRev  527 
(1983)  68  Mass.LRev.  10. 

Parental  consent  and  rights  of  minors  to>. 
contraceptives.    (1975)  88  Harvard  LRev. 
1001. 
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ISSUES  SURROUNDING  SEXUALLY  TRANSMITTED  DISEASES 
AND  INCARCERATED  WOMEN 


Incarcerated  women  typically  experience  multiple  social,  psychological,  and 
medical  problems   (Hurley  and  Dunne,  Wilson  and  Leasure,  Waring  and  Smith) .  The 
relatively  high  prevalence  of  sexually  transmitted  diseases  in  detention 
facilities  is  well  documented.  Prior  to  incarceration,  women  may  have  engaged 
in  high  risk  sexual  behavior   (such  as  having  multiple  sexual  partners  and/or 
exchange  of  sex  for  drugs/money) ,  participated  in  injecting  drug  use   (IDU) ,  or 
experienced  a  lack  of  access  to  medical  care  and  preventive  services . 
Prevalence  of  HIV  infection  is  high  in  this  population.  Epidemiological 
synergy  exists  between  HIV  infection  and  STDs   (Wasserheit) . 

The  number  of  incarcerated  women  in  the  United  States,  increased  53%  between 
1983  and  1987   (U.S  Department  of  Commerce,  Bureau  of  Census) .  In 
Massachusetts,  Department  of  Correction  (DOC)   commitments  grew  80%  from  1983 
to  1989.  Drug  and  property  offenses  accounted  for  61%  of  governing  offenses  in 
County  House  of  Corrections   (HOC)  and  DOC  in  1990.  Fifty  seven  per  cent  of 
women  committed  to  DOC  were  under  the  age  of  30  and  forty  percent  were  non- 
white  "(1990  data) .  Almost  10%  of  women  in  custody  at  the  beginning  of  1992  had 
more  than  twenty  prior  court  appearances   (Massachusetts  DOC) . 

Massachusetts  Correctional  Institution  at  Framingham  (MCI-Framingham)   is  the 
only  committing  state  facility  for  women  offenders  in  Massachusetts.  It  also 
houses  the  Awaiting  Trial  Unit   (ATU)  whose  population  is  highly  transient:  it 
can  house  from  60  to  100  detainees  at  any  given  time  and  length  of  stay  can  be 
as  short  as  a  few  days.  In  fiscal  year  1993,  1314  detainees  were  admitted  to 
the  ATU  (Massachusetts  DOC) . 

The  Division  of  STD  Control  of  the  Massachusetts  Department  of  Public  Health 
(MDPH)   funds  a  sexually  transmitted  disease   (STD)  clinic  at  the  Awaiting  Trial 
Unit   (ATU)  at  MCI-Framingham.  Because  women  presenting  at  the  ATU  are 
typically  at  risk  of  STDs  and  may  be  released  within  a  short  period  of  time 
(as  opposed  to  sentenced  women  who  can  be  reached  within  a  facility  for 
examination  and  treatment  as  needed) ,  it  was  considered  a  priority  to 
establish  an  STD  clinic  which  would  provide  screening,   diagnosis,,  treatment 
and  counseling  for  STDs  as  well  as  counseling  and  testing  for  HIV.  The  STD 
Division  also  funds  an  STD  clinic  at  Brightwood  Riverview  Health  Center  in 
Springfield  and  nurses  from  this  clinic  see  patients  at  the  Hampden  County 
Jail  once  a  week. 
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SYPHILIS 


In  Massachusetts,  syphilis  screening  is  required  for  all  sentenced  inmates.* 
In  1993,  there  were  3  9  cases  of  syphilis  in  women  reported  from  correctional 
facilities  (state  and  county) ,  representing  9  %  of  all  cases  of  syphilis  in 
women  reported  to  the  state.  Thirty-six  of  those  thirty-nine  cases  of  syphili 
were  classified  as  infectious  syphilis  (primary,  secondary  and  early  latent  ) 
representing  16*  of  all  infectious  syphilis  in  women  reported  to  the  state.** 

A  retrospective  analysis  of  a  1990  syphilis  screening  initiative  in  New  York 
State   (Nassau  County  Jail)  showed  that  women  were  more  likely  than  men  to  have 
newly  diagnosed  syphilis   ([OR] =5.8)  without  differences  when  evaluated  by 
race/ethnicity.  For  both  blacks  and  whites,  women  were  more  likely  to  be 
infected   (Heimberger  and  Chang  et  al) .  A  1983  study  in  the  New  York  City 
Juvenile  Detention  Center  detected  syphilis  in  2.5  %  of  women  vs  0.6  %  of  men 
while  the  percentage  of  women  infected  with  syphilis  entering  Connecticut 
prisons  was  5.4%  in  1988   (as  stated  in  Moran  and  Peter-man)  . 

At  the  STD  clinic  of  the  ATU,  15  caSes  of  syphilis  (13  of  which  were 
infectious)  were  detected  and  treated  in  1993.  Cumulative  incidence  rates  may 
actually  be  higher  because  not  all  women  are  tested,  mainly  because  they  leav 
the  unit  before  being  tested.  One  case  of  syphilis  was  detected  through  the 
STD  screening  provided  at  the  Hampden  County  Jail.  Prompt  diagnosis  and 
treatment  of  STDs  at  the  ATU  is  particularly  important,  since  many  women 
entering  the  unit  may  leave  and  return  to  the  community  within  a  short  period 
of  time.  It  is  difficult  to  reach  detainees  once  they  are  released  (Heimberge 
and  Chang) .  When  women  leave  the  facility  before  the  results  of  testing  are 
received,  follow-up  for  treatment  is  crucial.  Collaboration  with  community 
providers,  STD  clinic  practitioners  and  disease  intervention  specialists  (DIS 
is  an  important  link  to  reaching  these  women. 

Diagnosis  and  treatment  of  syphilis  in  women  before  they  leave  the  ATU 
provides  an  opportunity  for  risk-reduction  counseling,  prevents  progression  o 
disease,  limits  occurrence  of  complications  and  decreases  transmission  of 
infection.  It  also  provides  an  opportunity  for  HIV  counseling  and  testing.  A 
substantial  proportion  of  syphilis  in  women  reported  to  the  state  comes  from 
correctional  institutions,  which  indicates  that  women  entering  the 
correctional  system  are  at  high  risk  of  syphilis  infections  and  should 
continue  to  be  screened  routinely. 


*  STD  screening  includes  syphilis  and  gonorrhea  and  is  required  within  14  day 
of  sentencing. 

••Because  most  confirmatory  treponemal  testing  is  performed  at  the  State 
Laboratory  Institute  and  many  private  laboratories  report  their  positive  test 
results,  under -reporting  of  syphilis  is  less  of  an  issue  than  with  other  STDs. 
Therefore,   the  Division  feels  that  reported  numbers  accurately  reflect  the 
syphilis  epidemiology  in  the  State  and  that  these  numbers  are  not  biased  by 
reporting  practices  of  providers. 
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GONOCOCCAL  AND  CHLAMYDIAL  INFECTIONS 


In  Massachusetts  in  1993,   2.8  %  of  all  cases  of  gonorrhea  in  women  reported  to 
the  state  were  reported  from  correctional  institutions .   Gonorrhea  screening  is 
required  for  sentenced  women  and  the  STD  Division  encourages  institutions  to 
offer  this  service  as  soon  as  possible.  At  the  STD  clinic  of  the  ATU,   30  cases 
were  detected  and  treated  in  1993  while  5  cases  were  detected  at  Hampden 
County  Jail  through  the  STD  clinic.  Prompt  diagnosis  and  treatment  is  crucial 
to  prevent  the  development  of  upper  genital  infections  and  decrease 
transmission. 

Prevalence  rates  for  gonorrhea  as  high  as  7%  have  been  reported  in  studies  of 
incarcerated  adult  women  (Bickell  and  Vermund  et  al) .  Rates  for  incarcerated 
juvenile  women  have  ranged  from  10%   (Los  Angeles  County)   to  18%   (New  York  City 
and  Washington  State)   in  the  mid  to  late  1980s   (Alexander -Rodriguez  and 
Vermund,  as  stated  by  Wood  and  Shoroye) .  A  study  undertaken  in  1990  in  the 
District  of  Columbia  demonstrated  rates  of  gonorrhea  of  9^2%  in  adolescent 
women  from  the  juvenile  justice  system  (Wood  and  Shoroye) .  Furthermore,  in 
this  study,  while  only  17%  of  the  youths  were  female,   they  represented  over 
half  of  all  cases  of  gonorrhea. 

Prevalence  rates  for  chlamydial  infections  have  only  been  evaluated  recently. 
Twenty  seven  percent  of  participants  in  a  New  York  City  jail  study  were  found 
to  have  positive  cultures  for  Chlamydia  trachomatis.  The  study  examined  risk 
factors  for  disease  and  found  that  testing  based  on  indicators  such  as  the 
presence  of  mucopurulent  cervicitis,  education  less  than  8  years,  pelvic 
tenderness  and  coinfection  with  gonorrhea,  would  have  missed  30%  of  all 
chlamydial  infections.  Therefore,   strategies  for  screening  cannot  rely  solely 
on  clinical  data   (Holmes  and  Safyer  et  al) .  Nonetheless,   this  study  reinforces 
the  impression  that  incarcerated  women  are  at  high  risk  of  infection,  given 
the  high  prevalence  rates  relative  to  other  settings.  A  study  of  juveniles  in 
the  District  of  Columbia  found  3  cases  of  chlamydial  infections  among  9  young 
women  tested  (Wood  and  Shoroye)   while  4.6  %  of  women  (109  screened)   at  a 
Pennsylvania  prison  tested  positive  for  Chlamydia  trachomatous  in  198  5  (Martin 
and  Much) .  Adolescent  women  from  a  Los  Angeles  County  juvenile  court  were 
screened  and  found  to  have  a  prevalence  rate  of  13.6%   (both  cervix  and  urethra 
were  sampled)    (Morris  and  Legault  et  al) . 

In  Massachusetts,  41  cases  were  reported  from  correctional  facilities  in  1993, 
representing  less  than  1  %  of  all  female  cases  in  the  state.  At  the  ATU,  the 
positivity  rate  for  chlamydia  was  nearly  4  %  in  1993  and  4  cases  were  detected 
in  Hampden  County  through  the  STD  clinic.  Clinical  diagnosis  of  pelvic 
inflammatory  disease   (PID)  was  made  in  26  patients  at  the  ATU  (with  or  without 
positive  cultures/DEA) . 

Chlamydia  is  the  most  frequently  reported  sexually  transmitted  disease  in 
Massachusetts.  Women  are  most  frequently  infected  and  complications  arising 
from  untreated  infections  are  well  known.   It  is  presumed  that  reported  numbers 
from  the  correctional  institutions  underestimate  the  problem  in  incarcerated 
women  because  routine  screening  is  not  performed.  Because  screening  for 
Chlamydia  trachomatis  is  widespread  outside  of  jails  and  prisons,   and  because 
the  organism* is  highly  prevalent  in  the  general  population,   incarcerated  women 
represent  only  a  small  portion  of  all  cases  reported  in  the  state. 
Nonetheless,  prevalence  rates  among  incarcerated  women  are  high  enough  to 
justify  routine  screening. 
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OTHER  SEXUALLY  TRANSMITTED  DISEASES 


Trichomonas  infections  were  frequently  diagnosed  in  women  at  both  the  Hampden 
County  jail  and  the  ATU.  The  prevalence  of  human  papillomavirus  (HPV) 
infections  has  not  been  extensively  studied  in  prison  settings. 
Human  papillomavirus  infections  were  detected  in  35  %  of  women  in  a  New  York 
prison  using  the  Southern  blot  technique  in  cervicovaginal  lavages  (Bickell 
and  Vermund  et  al) .  Reportable  cases  in  Massachusetts  are  clinically  evident 
condyloma  acuminata;  475  cases  were  reported  in  women  throughout  the  state  in 
1993.  True  prevalence  is  probably  much  higher,  given  the  subclinical  nature  of 
the  disease.  Furthermore,  the  link  between  HIV,  HPV  and  cervical  dysplasia  is 
a  particularly  salient  issue  for  incarcerated  women,  given  the  high  HIV 
seroprevalence . 

Immunodef icient  women  have  been  shown  to  be  infected  more  frequently  with  HPV 
(Feingold  and  Vermund) .  Association  of  HPV,  particularly  types  16  and  18,  with 
cervical  neoplasia  has  been  well  documented  (Richart  and  Winkler) .  Some 
researchers  have  shown  that  high  grade  intra -epithelial  lesions  are  more 
frequent  in  HIV  infected  women  and  that  lesions  may  progress  more  rapidly 
(Maiman  and  Tarricone,  Shrager  and  Friedland  et  al) .  Therefore,  HIV  and  HPV 
can  act  synergistically  to  increase  the  risk  of  cervical  neoplasia  in  women. 
Because  many  women  in  the  correctional  setting  are  at  high  risk  of  cervical 
cancer,  cytology  screening  is  crucial.  As  revealed  by  a  survey  conducted  by 
the  STD  Division  in  1993,  more  than  40  %  of  women  entering  the  ATU  did  not 
have  a  Pap  smear  within  the  year  and  43  %  reported  no  regular  source  of 
gynecologic  care.  It  is  important  that  women  be  linked  with  gynecology 
providers  once  they  leave  the  ATU  or  the  facility. 
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HIV  INFECTION 


In  1993,   the  seropositivity  rate  for  women  voluntarily  tested  at  the  ATU  was 
6  %,   a  much  higher  rate  than  those  observed  at  other  STD  sites   (range:   0  %  to 
3  %  )    (MDPH,  AIDS  Bureau) .  A  blinded  seroprevalence  study  of  incarcerated 
women  undertaken  in  1990-1991  revealed    rates  of  12.8  %     while  rates  for  men 
were  8  %  ;  seroprevalence  rates  were  25.7%  in  women  reporting  a  history  of  IDU 
and  50%  in  women  reporting  they  had  had  an  HIV  +  sex  partner.  Women  reporting 
both  IDU  and  sex  with  an  HIV  +  partner  were  2.9  times   (95%  CI  1.9,4.4)  as 
likely  to  be  HIV  +  than  those  reporting  only  a  history  of  drug  use   (Salter  and 
Eastman  et  al) .  Therefore,  heterosexual  transmission  is  an  important  potential 
source  of  transmission  among  IDU.     A  recent  survey  of  women  at  MCI-Framingham 
in  the  facility  population,   including  the  ATU,  revealed  that  86  of  490  women 
were  under  care  for  HIV  infection,   implying  a  minimum  seroprevalence  of 
17.5  %. 

A  small  case  control  study  done  in  1994  at  MCI  Framingham  showed  that  IDU 
increased  the  risk  of  HIV  infection  by  a  factor  of  5.4   (95%  CI: 1.5, 19. 6) 
(Stevens  and  Zierler  et  al) .  A  history  of  STDs  was  frequent  both  in  HIV 
negative  and  positive  women.  This  study  quotes  seroprevalence  rates  as  high  as 
20  %  in  April  1994  at  MCI-Framingham. 

HIV-i  seroprevalence  in  the  correctional  system  is  higher  among  women  than 
among  men,  presumably  because  women  are  more  likely  than  men  to  be 
incarcerated  for  drug-related  offenses.  IDU  remains  one  of  the  more  frequent 
risk  factors  for  HIV  infection  in  women.  However,  among  these  women, 
heterosexual  transmission  may  be  underestimated  (Gallagher  and  DeMaria  et  al) . 
Syphilis  seropositivity  is  more  likely  to  be  associated  with  HIV  infection: 
explanations  may  include  the  fact  that  syphilis  is  a  marker  for  high  risk 
behavior  for  HIV  transmission  and  that  genital  ulcerative  diseases  can 
increase  the  risk  of  HIV  transmission. 

An  assessment  of  HIV-l  seroprevalence  in  ten  correctional  systems  in  the  U.S. A 
was  undertaken  in  1989;  2.1  %  to  7.6  %  of  men  and  2.5  %  to  14.7  %  of  women  had 
antibodies  to  HIV-l.  Women  had  higher  seroprevalence  rates  in  9  of  the  10 
correctional  systems   (Vlahov  and  Brewer  et  al) .  Rates  were  similar  in  jails 
and  prisons  and  were  higher  among  minorities . 

Another  study  conducted  in  1988  in  the  New  York  State  correctional  system 
showed  a  prevalence  rate  of  18.8  %  for  women;  IDU,  residence  in  New  York  City 
and  a  positive  serology  for  syphilis  were  strongly  associated  with 
seropositivity  (Smith  and  Mikl  et  al) .  Higher  rates  were  detected  in  Hispanic 
(29.4  %)   and  Black  women   (14.4  %)   than  in  White  women   (7.1  %) .  Another  study 
undertaken  in  the  same  state  revealed  a  seropositivity  rate  of  25.8  %  in  women 
vs  16.1  %  in  men.  A  positive  serologic  test  for  syphilis  was  also  associated 
with  a  greater  probability  of  HIV-l  infection  (Weisfuse  and  Greenberg  et  al)  . 
An  association  between  a  history  of  syphilis  and  HIV  was  also  found  in  a  study 
of  a  population  of  IDU  (Nelson  and  Vlahov  et  al) . 
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STD/HIV  transmission,    following  unprotected  intercourse  and  IDU,   has  been 
reported  in  male  prisons  in  the  U.K  and  the  USA   (Brewer  and  Derrickson,  Gore 
and  Bird,   as  cited  in  CDC:   HIV  Prevention  in  US  Correctional  System  and  in 
Moran  and  Peterson) . 

The  exact  frequency  of  female- to- female  sexual  activity  and  drug  use  in  prison 
women  is  unknown.  Because  such  behavior  is  banned  within  the  correctional 
setting,   few  will  confess  to  such  activities,  even  in  confidential  settings. 
However,   a  study  of  female  inmates  in  North  Carolina  revealed  that  44  %  of 
respondents  who  were  familiar  with  the  basic  facts  about  HIV  transmission 
believed  that  they  were  likely  to  be  exposed  to  HIV  in  prison.  Many  had 
concerns  about  sexual  activity  among  inmates  and  81%  felt  that  AIDS  education 
programs  should  discuss  female  homosexual  activity  (Viadro  and  Earp) . 
Clinicians  providing  care  to  women  released  from  or  within  the  institutions 
should  be  aware  of  this  issue  and  provide  counseling  and  screening  for  STD/HIV 
accordingly. 


SUMMARY 

Providing  counseling,   screening,  diagnosis  and  treatment  of  STDs  within  the 
correctional  setting  is  crucial  because  it  presents  a  unique  opportunity  to 
reach  women  at  high  risk  for  syphilis,  gonorrhea,  chlamydia  and  other  sexually 
transmitted  diseases.  The  same  is  true  for  providing  HIV  counseling  and 
testing.  Although  IDU  is  an  important  risk  factor  for  HIV  transmission, 
heterosexual  transmission  may  be  underestimated.  Counseling  should  focus  on 
preventing  sexual  transmission  (  homosexual  as  well  as  heterosexual  )   as  well 
as  parenteral  transmission.     Once  women  are  released,   linking  them  with 
community  providers  is  essential  to  provide  much-needed  continuity  of  care. 


21 


ISSUES   SURROUNDING  STDs  AND  INCARCERATED  WOMEN 
References 


Alexander-Rodriguez  T,  Vermund  SH.  Gonorrhea  and  syphilis  in 
incarcerated  urban  adolescents:  prevalence  and  physical  signs. 
Ped.  1987;80:561-564. 

Bickell  NA,  Vermund  SH,  Holmes  M  et  al .  Human  papillomavirus, 
gonorrhea,   syphilis,  and  cervical  dysplasia  in  jailed  women. 
AJPH  1991;81:1318-1320. 

Brewer  TF,   Derrickson  J.  AIDS  in  prison:  a  review  of 
epidemiology  and  preventive  policy.  AIDS  1992;6:623-628.. 

CDC.  HIV  prevention  in  US  correctional  system,   1991.  JAMA 
1992;268:23-4 . 

Feingold  AP,  Vermund  SH  et  al .  Cervical  cytologic  abnormalities 
and  papillomavirus  in  women  infected  with-  the  human 
immunodeficiency  virus.  J  AIDS  1990;3:896-903. 

Gallagher  KM,   DeMaria  A,   Jain  P  et  al .  Behavioral  correlates  of 
combined  STD  and  AIDS  diagnoses  in  women  in  Massachusetts.  MDPH 
1994.  Abstract  328;   32nd  Annual  Meeting, Infectious  Disease 
Society  of  America,  Orlando,   Florida,  October  7-9,  1994. 

Gore  SM,  Bird  AG.  No  escape:  HIV  transmission  in  jail.  BMJ 
1993;307:147-8. 

Heimberger  TS,   Chang  HGH,   Birkhead  GS  et  al .  High  prevalence  of 
syphilis  detected  through  a  jail  screening  program.  Arch  Int  Med. 
1993  ,-153:1799-1804  . 

Holmes  MD,   Safyer  SM,  Bickell  NA  et  al .  Chlamydial  cervical 
infections  in  jailed  women.  AJPH  1993; 83:  551-5. 

Hurley  w,   Dunne  MP.   Psychological  distress  and  psychiatric 
morbidity  in  women  prisoners.  Aus  N2  J  Psy.  1991;25:461-470. 

Maiman  M,  Tarricone  N  et  al .  Colposcopic  evaluation  of  human 
immunodeficiency  virus-infected  women.  Ob  Gyn  1990;78:84-99. 

Martin  JW,  Much  DH.  Sexually  transmitted  diseases  in  prison 
women.   Penn  Med  1988;91:40-42. 

Massachusetts  Department  of  Correction   (MDOC) .  Research 
Department.  1993. 


Massachusetts  DOC.  1993. 


ISSUES  SURROUNDING  STDs  AND  WOMEN  OF  COLOR 


STD  RATES  AMONG  BLACKS  AND  LATIN  AS 

Black  women  and  Latinas,   especially  if  they  are  young  and  poor,   are  at  much 
higher  risk  of  contracting  STDs  than  Whites.   For  Black  women  in  Massachusetts, 
the  1993  rate  of  primary  and  secondary  syphilis  was  42 -fold  higher;   the  rate 
of  gonorrhea  27 -fold  higher;  and  the  rate  of  chlamydia  13 -fold  higher  than  the 
comparable  rate  for  Whites.  For  Latinas,  the  rates  for  syphilis,  gonorrhea, 
and  chlamydia  were  33-fold,   8-fold,   and  11-fold  higher,   respectively  (MDPH, 
Division  of  STD  Control) .  Although  we  know  of  no  study  which  has  tried  to 
quantify  the  magnitude  of  selective  underdiagnosis  or  underreporting  of  STDs 
among  Whites,  we  doubt  that  this  information  bias  could  significantly  alter 
the  disparities  noted  above. 

Based  on  our  review  of  the  scientific  literature,  we  think  the  explanation  for 
these  differences  is  complex  and  incomplete.  This  is  in  part  due  to  the 
heterogeneity  of  the  populations  involved  as  well  as  the  dynamic  nature  of 
individual  and  group  behaviors.  Generalizations  regarding  sexual  behavior  of 
specific  population  subgroups  cannot  be  made.  The  same  can  be  said  for 
conclusions  about  societal  determinants  of  high  risk  sexual  behavior. 


BEHAVIORAL  FACTORS 

Some  studies,  such  as  The  National  AIDS  Behavioral  Surveys   (NABS)   have  been 
conducted  to  look  at  transmission  related  behaviors  among  populations 
experiencing  a  high  rate  of  HIV.  While  such  studies  have  been  able  to  document 
that  members  of  those  populations  with  high  rates  of  HIV  do  engage  in 
behaviors  that  may  put  them  at  risk,   because  of  the  narrow  focus  and 
statistical  bias  of  the  samples,   it  is  not  possible  to  draw  conclusions 
regarding  how  the  behavior  in  the  groups  studied  may  be  different  from  that  of 
other  groups  who  were  not  studied. 

In  one  study  conducted  among  a  multicultural  population  of  women  in  San 
Francisco,   the  partners  of  Blacks  and  Latinas  were  significantly  less  likely 
than  the  partners  of  White  females  to  always  use  condoms,  despite  controlling 
for  factors  positively  correlated  with  always  using  a  condom  (Table  1)  .  These 
factors  included  being  monogamous,  having  positive  attitudes  toward  condom 
use,  and  expressing  confidence  in  communication  skills  with  new  sexual 
partners   (Catania) . 

Table  1.     Extent  of  consistent  condom  use  %  among  partners  of  women,  San 
Francisco,  1992. 


White 

Black 

Latina 

Always 

12 

7 

6 

Never 

49 

68 

72 

The  authors  concluded  that  it  may  not  be  sufficient  for  interventions 
involving  minority  women  to  focus  only  on  condom  enjoyment  and  social  skills 
training.  Other  facets  of  their  relationships  had  to  be  considered. 
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FACTORS  INVOLVING  KNOWLEDGE  OR  ATTITUDE 


Most  studies  show  a  poor  correlation  between  knowledge  about  STDs  and 
consistent  performance  of  safer  sexual  behaviors.  Nonetheless,   STD  knowledge 
(and  education  levels)   tend  to  be  higher  in  Whites  than  among  African- 
Americans  and  Latinas .     For  example,  a  large  survey  of  high-risk  women  in 
south  Florida  revealed  significantly  higher  levels  of  STD  knowledge  among 
White  women  relative  to  other  racial /ethnic  groups   (Harrison) .  Among  a  large 
sample  of  African -American  and  Latino  clients  interviewed  in  a  New  York  City 
STD  clinic,  overall  STD  knowledge  levels  were  high.  However,   the  majority  of 
respondents,  were  unaware  that  STDs  can  be  asymptomatic   (a  result  also  found  in 
Florida) .  Women  were  less  likely  than  men  to  know  how  to  correctly  use 
condoms,  with  Latinas  being  the  least  knowledgeable  (O'Donnell) . 

One  New  York  City-based  study  revealed  striking  gender  and  ethnic  differences 
in  attitudes  regarding  safer  sex  and  condom  use.  Women  were  more  likely  than 
men  to  have  positive  attitudes  toward  condom  use,  but  more  likely  as  well  to 
be  embarrassed  by  purchasing  or  carrying  them.  A  majority  of  men  agreed  that 
condoms  diminish  sexual  pleasure.     Latinos  consistently  expressed  the  most 
hostile  attitudes  toward  condom  use.  However,  at  least  70  percent  of  all  four 
groups  agreed  with  the  statement  "If  a  partner  doesn't  care  enough  about  you 
to  use  condoms,  he/she  doesn't  care  about  you  enough."  These  results  are 
consistent  with  the  observation  that  individuals  with  multiple  sexual 
partners,  especially  men,  may  avoid  condom  use  with  their  main  partner  to 
avoid  raising  or  confirming  suspicions  of  infidelity  (Peterson,   266) . 

Both  of  the  surveys  referenced  above  reveal  limited  insight  among  high  risk 
men  and  women  regarding  STD  transmission  risks  and  prevention.  Perceived 
vulnerability  was  high  for  only  10  to  20  percent  of  interview  respondents. 
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CULTURAL  FACTORS 


IN  ORDER  TO  PROVIDE  EFFECTIVE  STD  SERVICE,    IT  IS  ESSENTIAL  THAT 
PROVIDERS  BE  AWARE  OF  DIVERSITY  WITHIN  CULTURAL  GROUP  AND  THAT 
THEY  CONTINUE  TO  LEARN  FROM  THEIR  CLIENTS  REGARDING  THEIR 
INDIVIDUAL  AS  WELL  AS  THEIR  CULTURAL  VALUES.   THE  INFORMATION 
PROVIDED  HERE  REPRESENTS  ONLY  SOME  OF  THE  BEHAVIORS  AND  VALUES 
OBSERVED  WITHIN  GROUPS  DESCRIBED. 

In  this  section  we  will  look  at  the  culture  of  groups  which  are  at  highest 
risk  for  STD.  We  will  examine  how  what  we  know  about  a  particular  culture  may 
support  circumstances  and  behaviors  that  relate  to  the  risk  of  contracting  and 
developing  the  long  term  consequences  of  untreated  STDs .  We  will  look  at  how 
accurate  knowledge  about  a  client's  culture  can  be  used  to  improve  counseling 
and  education  about  sexually  transmitted  disease.  And  finally,  we  will  examine 
common  limitations  on  provider  understanding  and  intervention  that  may  be 
caused  by  cultural  differences  and  consider  how  to  address  these  limitations. 

In  studying  women's  sexuality  and  sexual  behavior  as  it  relates  to  STDs, 
reproductive  issues,   issues  of  gender  identity  and  sex  role  expectation, 
specific  sexual  activities  and  behaviors,  as  well  as  the  whole  area  of  what  an 
individual  or  a  culture  considers  to  be  "sexy"  must  be  examined  (Lister) . 
Ethnic  and  cultural  influences  on  the  sexuality  of  a  particular  individual  are 
strongly  affected  by  and  interactive  with  socioeconomic  factors  and  the  degree 
of  acculturation  of  that  person  at  any  point  in  time   (Lister) . 

Discussion  of  STDs  and  client  culture  is  hampered  by  the  lack  of  research  in 
the  area  of  sexuality  generally.     A  major  obstacle  in  the  development  of 
prevention  programs  for  STDs  has  been  our  lack  of  knowledge  about  sexual 
development,  motivation  and  behavior  -  particularly  as  it  relates  to  women. 
AIDS  research  to  date  indicates  that  information  alone  will  not  change  human 
sexual  behavior  (Beaman, Hinkle , Orr ) .  Sexuality,  in  all  its  forms,  is  part  of 
the  larger  social  context  of  individual's  lives  and  cultures,  and  is, 
therefore,  very  complex. 

WOMEN  OF  COLOR  AND  RACISM 

Racism  directed  against  women  of  color  is  a  factor  to  be  considered  in 
addition  to  economics,  power  or  cultural  issues,  and  it  is  inextricably 
intertwined  with  these  other  forces   (Williams) .     Many  stereotypes  of  the 
sexual  attributes  and  behaviors  of  women  of  color  exist .  Being  infected  with  a 
sexually  transmitted  disease  can  be  a  difficult  experience,  evoking  feelings 
of  anxiety  and  shame.  These  feelings  can  be  exaggerated  or  provoked  by  an 
insensitive  or  prejudiced  provider 

Racism  encountered  within  the  society  at  large  or  within  the  health  care 
system,   contributes  to  a  level  of  distrust  among  women  of  color  which  may 
result  in  difficult  client  communications  and  under-utilization  of  services 
(Crouse  Quinn) .  Such  distrust  may  be  further  aggravated  by  the  predominance  of 
Whites  as  providers  of  health  care  services   (Airhihenbuwa) .  However, 
individuals  may  also  be  distrustful  of  members  of  their  own  community  who  have 
become  part  of  the  health  care  system.  These  providers  may  be  seen  as  having 
become  removed  from  their  culture  and  its  values   (Brisbane) . 
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BLACK/ AFR1 'CAN- AMERICAN  WOMEN 


The  term  "Black",   primarily  a  racial  term,   has  nevertheless  been  used 
frequently  in  the  literature  to  describe  the  cultures  of  several  groups  of 
people  with  shared  African  heritage  and  race.     These  groups  include  immigrants 
from  several  Caribbean  countries.  The  term  "African- American"  has  begun  to  be 
used  recently  to  represent  the  dimension  of  culture  more  than  race.  Since  many 
African-Americans  have  been  in  this  country  for  a  long  time,   they  are  in  many 
ways  highly  acculturated  to  the  broader  American  culture   (Whittler) .  In 
addition,   there  is  tremendous  variation  among  African -Americans  based  on 
psycho-social  and  economic  factors   (Wilson,  Randall -Barette) . 

In  working  with  African-American  women,  understanding  institutionalized  racism 
which  can  be  encountered  within  the  health  care  system  may  be  equally  as 
important  to  understanding  a  client  as  an  understanding  of  African-American 
cultures.  The  usefulness  of  the  ethnic  and  cultural  dimension  in  understanding 
and  communicating  with  a  Black/African-American  woman  will  depend  on  the 
extent  to  which  that  client  has  a  culture  that  is  unique  and  separate  from  the 
mainstream  culture.   It  also  depends  on  the  extent  to  which  the  client's 
culture,  not  the  institutionalized  racism  of  the  majority  culture,   is  the 
cause  of  any  problems  in  working  with  that  client   (Avery) . 

A  few  characteristics  of  African -American  cultures  which  may  relate  to  STD 
work  are  described  below.  Some  cultural  attributes  described  may  be  more 
prevalent  among  those  who  grew  up  in  the  rural  South  than  in  the  urban  North, 
and  may  not  apply  as  well  to  young  urban  adolescents   (Congress,  Rorie) . 

•Regarding  health  care  beliefs,  many  African -Americans  are  highly 
acculturated  to  the  use  of  medical  care.  While  a  belief  in  other  healing 
alternatives  exists  within  their  culture,   it  may  have  little  effect  on  many 
clients.  One  study  in  1961  showed  that  African-Americans  were  more  likely  than 
their  socioeconomic  counterparts  in  the  white  culture  to  see  a  set  of  physical 
symptoms  as  requiring  a  visit  to  the  doctor  (Longres) .  Nevertheless  there  are 
a  set  of  folk  beliefs  and  remedies  that  may  be  seen  as  an  important  part  of 
Black  culture   (Congress, Christmas) . 

•  Among  some  African-American  communities  disease  has  been  traditionally 
perceived  as  one  of  three  types:  natural,  occult  or  spiritual.  Diseases 
thought  to  be  occult  might  be  seen  as  caused  and  treatable  through  witchcraft 
or  rootwork.  Spiritual  illness  on  the  other  hand  may  be  due  to  sin  and  treated 
through  prayer  and  laying  on  of  hands   (Congress) .     Some  authorities  claim  that 
the  common  belief  that  spiritualism  is  found  only  in  uneducated  people  of 
color  is  untrue .  They  state  that  the  belief  in  a  variety  of  spirits  and  life 
forces  which  may  be  used  to  provide  help  and  healing  is  widespread. 
Individuals  who  follow  this  system  of  belief  may  choose  to  consult 
spiritualists  and  healers  outside  of  the  medical  care  system  (Brisbane, 
Christmas) . 

•Religion  is  an  important  aspect  of  African- American  culture  and  the  church 
has  been  central  to  the  system  of  social  support  and  empowerment  within  the 
community  (Moore) .  Clearly,  religious  beliefs  affect  how  individuals  respond 
to  issues  of  illness  and  health,  however,  the  information  which  is  available 
in  the  health  literature  primarily  describes  only  a  few  of  the  many  religious 
traditions  found  among  the  African-American  community.  One  study  indicates 
that  "Black"  women  are  more  likely  to  use  prayer  for  stress  reduction  and 
health  affirmation   (Nesser) . 

Certain  illnesses,   for  example  mental  health  problems,  may  be  more  likely  to 
be  seen  as  spiritual  in  origin  (Brisbane) .     As  a  result  of  this  tradition, 
individuals  who  do  not  follow  the  religious  or  spiritual  teachings  of  their 
family  may  at  times  experience  a  sense  of  responsibility  or  blame  for  illness 


that  affects  them  or  their  children.   Poignant  examples  of  this  dilemma  may 
sometimes  be  seen  among  women  and  families  affected  by  HIV  infection. 
Therefore,   an  identification  and  assessment  of  the  religious  and  spiritual 
belief  system  of  clients  can  be  an  important  part  of  the  provision  of  care, 
especially  for  sexually  transmitted  diseases   (Christmas) . 

•A  variety  of  studies  have  been  done  which  indicate  that  no  single  model 
for  "the  Black  family"  exits;  as  in  other  areas,   there  is  wide  variation  among 
this  community  (Brisbane) .  Some  of  the  studies  which  have  been  done  show  that 
gender  roles  among  African-American  couples  may  be  flexible,   with  fewer  tasks 
that  are  gender- linked.  Couples  may  often  share  financial  and  decision-making 
roles . 

•The  extended  family  is  very  important  to  many  African-Americans,  an 
emphasis  that  may  derive  from  the  African  system  of  kinship.   In  some  parts  of 
Africa,   "the  entire  tribe  is  viewed  as  family  and  kinship  bonds  are  valued" 

(Wilson) .  In  this  situation,   children  are  not  seen  as  belonging  only  to  the 
parent  but  also  to  the  group,   and  children  may  view  all  adults  as  parental 
figures.  Extended  families  may  include  relative-kin   (blood  relatives)  and 
social -kin   (non-blood  relatives) .  The  maternal  grandmother  is  commonly  a  very 
important  figure  in  raising  children  and  central  to  the  extended  family 

(Rorie,   Christmas) .  Because  of  the  fact  that  there  is  no  single  model  for  what 
constitutes  a  family,   it  is  important  to  identify  the  individuals  in  a  family 
group  who  have  specific  roles  and  include  them  if  appropriate  in  any 
intervention.  Clearly  this  value  can  be  drawn  upon  in  discussions  of  family 
planning  and  responsibility,   including  roles  and  responsibility  for  childcare 
within  the  family   (Brisbane) . 

•  In  general,   sexuality  is  viewed  as  a  natural  and  positive  part  of 
life.  However,  homosexuality  has  traditionally  been  taboo  and  may  be  even  less 
tolerated  than  in  the  larger  culture   (Wilson,  Cochran) .     This  cultural 
attitude  requires  particular  sensitivity  from  providers  of  STD  services  when 
working  with  African-American  lesbians.   In  addition,  this  taboo  may  increase 
the  risk  to  women  of  being  married  to  a  man  who  is  engaging  in  anonymous 
contacts  with  other  men  while  maintaining  a  strictly  heterosexual  image  in  the 
community . 

•Birth  of  children  has  had  special  meaning  within  the  African -American 
community.  A  sense  of  continuing  the  race  in  the  face  of  anti- social  forces 
may  add  a  special  dimension  to  the  already  significant  role  that  fertility  and 
childbearing  normally  play  in  a  woman's  life.  In  addition,   the  cultural 
emphasis  on  birth  as  continuation  of  the  race  may  contribute  to  suspicion 
regarding  the  motives  of  those  who  counsel  in  favor  of  contraception  and  safer 
sex  (Wilson) .  It  is  important  to  be  sensitive  to  this  issue  of  trust, 
especially  in  a  situation  involving  a  White  provider  and  an  African-American 
client.   It  is  also  important  to  encourage  clients  to  tell  you  whether  or  not  a 
pregnancy  is  desired.  Some  programs  for  pregnant  and  parenting  teens  have 
assumed  that  all  teenage  pregnancies  are  unwanted,  whereas  this  is  not  always 
the  case   (Airhihenbuwa) . 

In  addition  to  the  general  information  provided  above,   research  prompted 
by  the  AIDS  epidemic  has  begun  to  shed  more  light  on  what  may  promote  or 
change  particular  sexual  cultures  and  behaviors.  Several  recent  studies  are  of 
particular  interest.  Kalichman  et.  al  found  that  if  educational  messages 
targeted  to  African-American  women  regarding  AIDS  were  presented  by  African 
American  women  and  contained  culturally  relevant  messages  such  as  cultural 
pride,   community  concern  and  family  responsibility,   women  receiving  these 
messages  were  more  likely  than  women  who  had  not  received  these  messages  to 
discuss  STDs  with  a  friend,   to  be  tested  for  exposure  to  STDs  and  to  request 
condoms  at  follow  up  meetings   (Kalichman) .  Building  on  this  insight,  a  study 
currently  being  conducted  by  NIMH  shows  that  STD  education  that  is  coupled 
with  a  support  group  led  by  a  minority  urban  woman  (similar  to  the  members  of 
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the  group)   and  directed  at  culturally  relevant  values  is  producing  significant 
behavior  change  in  those  involved   (Vander  Linden) .   The  group  provides  an 
environment  where  the  members  can  practice  and  report  on  their  success  in 
trying  various  behaviors  such  as  negotiating  condom  use .  The  supportive 
relationships  among  the  group  members  seem  to  be  a  major  reason  for  the 
success  so  far. 
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HAITIAN-AMERICAN  WOMEN 


As  in  all  other  groups  there  is  wide  variation  within  the  Haitian  community  in 
terms  of  education,   socioeconomic  status,   religion  and  culture.  Very  few 
written  materials  are  available  regarding  the  culture  of  Haitian  immigrants. 
However,  we  have  used  available  materials  coupled  with  discussion  and  review 
by  Haitian  providers  to  gather  the  following  information  on  cultural  values 
which  may  be  helpful  in  working  with  Haitian  women  affected  by  STDs : 

•As  in  all  groups,   there  is  a  wide  variation  among  the  Haitian 
population  in  socioeconomic  and  cultural  factors.  These  differences  can  be 
seen  in  the  medical  beliefs  and  practices  in  this  population.  Those  who  reside 
in  the  city,   some  of  whom  are  highly  educated  may  be  quite  knowledgeable  about 
scientific  medicine.  However,  many  individuals,  both  urban  and  rural,  also 
practice  some  form  of  "folk"  medicine.  In  addition,  an  individual's  religious 
beliefs  may  affect  their  health  beliefs.  Christian  Haitians   (French- influenced 
Catholic  and  American- influenced  evangelical  Protestants)   may  differ  in 
attitudes  and  beliefs  from  those  who  practice  Voodoo   (Laguerre) . 

•  Nevertheless,   while  there  is  wide  variation  within  the  Haitian  culture 
regarding  health  related  knowledge  and  attitudes,   it  is  important  to  look  at 
some  of  the  beliefs  about  the  causes  and  treatment  of  disease  among  Haitians 
which  differ  from  that  of  the  majority  American  culture.  Most  Haitians  see 
dietary  habits  as  closely  related  to  ideas  of  physical  and  emotional  well- 
being  (Laguerre,   Prudent) .  Foods  are  assigned  qualities  of  being  either  "cold" 
or  "hot"  as  well  as  being  either  "light"  or  "heavy".  How  food  is  prepared 
affects  its  classification  and  it  is  believed  that  certain  types  of  food 
should  be  eaten  at  certain  times  of  the  day.  In  addition,   it  is  believed  that 
certain  types  of  food  should  or  should  not  be  eaten  depending  on  a  variety  of 
other  factors  such  as  health,  age,  stage  of  menstruation  or  pregnancy. 
Pregnant  women  are  particularly  subject  to  special  practices  regarding  food. 
Illness  is  also  believed  to  be  caused  when  the  body  is  exposed  to  an  imbalance 
of  hot  and  cold  factors  -  either  food  or  other  factors  such  as  temperature 
(Laguerre) . 

Some  Haitians  believe  that  sudden  changes  in  temperature  will  upset  the  body' s 
equilibrium  and  cause  disease.  A  change  in  temperature  to  the  genital  area  is 
believed  to  create  illness  which  may  be  characterized  by  a  vaginal  discharge 
called  an  "ecoulement" .  Activities  that  create  these  kinds  of  conditions  will 
be  avoided.  For  example,   if  a  person  feels  that  their  body  is  cold,   they  will 
avoid  sitting  down  on  a  warm  or  hot  surface,  since  this  might  cause  a 
disequilibrium  and  result  in  an  "ecoulement".  A  discharge  caused  by  an  STD  may 
be  attributed  to  this  cause  instead  of  to  sexual  activity  (Laguerre,  Prudent) . 


•Some  Haitians  believe  that  illness  can  be  of  either  supernatural  origin 
or  of  a  natural  origin.  The  strength  of  Haitian  religious  beliefs  -  including 
both  Christian  and  Voodoo  beliefs  in  the  supernatural  -  support  these  ideas. 
An  illness  which  is  common  and  of  short  duration  is  more  likely  to  be 
perceived  of  as  natural.  Illnesses  are  more  likely  to  be  believed  of 
supernatural  origin  if  1)   they  appear  suddenly  and  inexplicably,   2)   there  is 
no  known  cure,  or  3)   the  patient  does  not  respond  to  treatment.  For  these 
illnesses,  people  are  more  like  to  seek  cure  by  a  voodoo  priest 
(Laguerre , Congress , Randall -David, Prudent) .  Focus  groups  recently  conducted 
with  Haitians  who  are  HIV-infected  revealed  that  some  of  them  believe  that 
their  HIV  status  is  reversible  and  do  not  believe  that  it  is  caused  by  the  HIV 
virus   (Purohit) .  Studies  regarding  the  understanding  of  HIV  and  its 
transmission  in  rural  Haiti  revealed  that,  as  of  1989,   some  Haitians  believed 
that  AIDS  can  occur  both  "naturally"  as  a  "maladi  bondje"   (God's  illness)  or 
"unnaturally"   (Farmer) .   It  is  believed  by  some  that  while  natural  AIDS  is 
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transmitted  through  sexual  contact,   the  latter  form  is  "sent"  supernaturally 
by  someone  who  willfully  inflicts  disease  and  death  upon  the  afflicted  person. 

Women  may  believe  that  if  they  experience  an  illness  in  the  reproductive 
organs  that  the  illness  results  from  the  fact  that  another  woman,  perhaps  one 
who  may  be  sexually  involved  with  their  husband,  is  causing  this  sickness. 
This  belief  is  particularly  likely  if  the  woman  is  unable  to  bear  children. 
Women  who  experience  abnormal  vaginal  bleeding,   for  example,  as  a  result  of 
having  fibroids,  may  believe  this  condition  is  caused  by  another  woman  who 
wishes  to  prevent  her  being  able  to  bear  children  (Prudent) . 

•The  state  of  an  individual's  blood  is  frequently  used  to  indicate 
states  of  mental  and  physical  health  -  as  with  hot  or  cold  blood,   thin  or  weak 
blood,  yellow  or  dark  blood,  etc.    (Laguerre) .   "Dirty  blood",  in  particular,  is 
seen  as  related  to  syphilis   (Prudent) . 

Gas,  which  is  perceived  as  another  important  cause  of  illness,   is  thought  to 
enter  the  body  in  a  variety  of  ways   (through  the  ears,  mouth  etc.)  and  to 
travel  through  the  body  producing  a  number  of  -conditions.  Mother's  milk,  which 
is  characterized  as  thin  or  thick,  is  also  seen  as  moving  through  the  body, 
perhaps  into  parts  other  than  the  breasts  and  causing  illness   (Laguerre) . 

•  Society  in  Haiti  is  characterized  by  strong  community  ties,  including 
familial,  friendship  and  religious  ties.  Haitians  in  America  tend  to  develop 
their  own  community,  in  some  ways  resembling  the  social  system  they  came  from. 
Members  of  a  Haitian  community  in  America  may  help  each  other  with  such  things 
as  child  care  and  provision  of  shelter  for  newly  arrived  immigrants  (Laguerre, 
Car  line)  .     As  a  provider  you  may  wish  to  find  out  the  kind  of  social  network 
that  is  important  and  helpful  to  your  client.  The  family  is  generally  very 
important  to  Haitian  woman  and  the  role  of  the  mother  is  seen  as  central  to 
the  family's  well-being.  Parental  authority  is  respected  and  may  extend  into 
adulthood,  including  influence  regarding  the  selection  of  a  mate  and  the 
choice  of  an  occupation  (Randall -David) . 

•Haitians  value  privacy  and  respect  personal  fortitude.  The  culture 
stresses  that  problems  should  be  dealt  with  within  the  appropriate  setting 
e.g.  family  problems  within  the  family  and  community  problems  within  the 
community.     Women  who  share  their  concerns  outside  of  the  Haitian  family  and 
community  system  may  feel  they  are  bringing  shame  to  the  family  or  community 
in  doing  so  (Randall -David, Prudent) . 

Women  particularly  experience  feelings  of  shame  regarding  sexual  issues .  The 
community  supports  the  idea  that  women  should  be  pure  and  virginal  and  if  they 
are  not  a  woman  might  be  considered  immoral  and  unmarriageable,  even  if  her 
sexual  experience  is  not  by  choice  -  as  in  the  area  of  sexual  assault.  For 
this  reason,  Haitian  women  may  be  less  likely  to  report  rape  or  symptoms  of 
STDs .  A  woman    who  does  not  meet  the  community's  expectation  in  this  regard 
may  gain  a  "bad"  or  "avilie"  reputation.  This  is  especially  true  in  very 
religious  groups   (Prudent) . 

Haitian  women  are  not  likely  to  feel  free  to  request  that  their  partner  use  a 
condom.  Even  if  they  are  aware  that  a  man  is  involved  with  other  partners,  the 
request  for  condom  use  may  be  turned  against  the  woman  and  she  could  fear 
being  accused"  of  faithlessness.  As  mentioned  previously  women  are  expected  to 
be  virginal,   therefore  women  who  find  they  are  infected  with  HIV  from  a 
previous  relationship  may  be  too  afraid  of  rejection  and  abandonment  to  share 
this  information  with  their  spouse   (Prudent) . 
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•Family  members,   especially  young  immigrants/  refugees  may  feel 
pressured  to  perform  well  in  society  in  order  to  enhance  the  family  respect 
and  status   (Randall  David) .  Haitian  youth  who  interact  with  other  ethnic 
groups  during  school  may  experience  some  conflict  regarding  their  cultural 
identity.  Sometimes  speaking  Creole  together  can  be  resented  as  clannish  or 
snobbish.   In  order  to  avoid  conflict  Haitian  youth  may  isolate  themselves  from 
non-Haitians  or  may  try  to  hide  their  ethnic  identity  by  speaking  only  English 
(Carline) . 


•Homosexuality  is  not  commonly  accepted  in  the  Haitian  community,  and 
may  be  condemned  by  some  Haitians .  Particular  sensitivity  must  be  taken  in 
providing  care  to  Haitians  women  who  are  lesbians   (Prudent) .   It  is  noted  in 
one  reference  that  while  bisexuality  occurs  among  Haitian  men,  they  do  not 
wish  to  be  identified  as  homosexual  and  care  should  be  taken  to  discuss  this 
practice  in  a  sensitive  manner  (Randall -David) .  Undisclosed  bisexuality 
represents  a  risk  to  the  women  involved  with  these  men. 
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LATINAS 


A  Latino  is  "anyone  who  identifies  with  the  cultural  heritage  of  any  of  the 
countries  of  the  Americas  in  which  Spanish  is  the  predominant  language" 
(Carballeira) .  There  have  been  many  reports  documenting  the  growth  of  the 
Latino  population  and  the  barriers  to  medical  care  including  financial, 
lingual  and  cultural  barriers .  Like  the  literature  regarding  the  "Black" 
American,   the  lumping  of  many  disparate  cultural  groups  under  the  general 
category  of  "Hispanic"  has  confused  issues  of  ethnic  and  cultural  identity. 
Those  groups  culturally  identifying  as  Latino  include  a  wide  variety  of  Latino 
communities  such  as  Mexican,  Puerto  Rican,  Dominican,  Salvadoran,  Cuban, 
Central  and  South  American  etc.  However,  although  there  are  many  differences, 
there  are  also  many  similarities  (Valdez) .  In  addition,  as  in  the  African- 
American  community,  the  extent  to  which  the  cultural  values  described  below 
apply  to  an  individual  or  community  largely  depends  on  the  number  of  years 
they  have  resided  in  this  country  and  the  extent  to  which  they  are 
acculturated  to  the  dominant  American  culture. 

There  are  a  number  of  concepts  which  may  be  helpful  in  understanding  and 
working  with  the  Latino  community. 

•Health  beliefs  among  the  several  ethnic  groups  generally  called 
Hispanic/Latino  are  varied.  Some  people  believe  that  illness  may  come  from 
sources  beyond  individual  control,  including  a  curse  ("mal  de  ojo")   for  which 
the  services  of  a  Curandero  or  Santero  (healers)  is  the  best  cure.  Traditional 
healers  will  often  incorporate  the  use  of  herbs  and  other  "folk"  remedies 
(Randall -David) .  Some  Latinos  also  believe  in  a  hot /cold  theory  of  disease 
which  states  that  health  results  from  the  balance  of  four  body  humors  and 
their  temperatures .  Balance  is  restored  partly  through  eating  foods  that  will 
balance  the  disease  -  e.g.  a  "hot"  illness  will  be  treated  with  "cold"  foods 
(Congress) .  It  is  important  to  be  aware  of  the  role  that  folk  medicine  and 
diet  may  play  in  Latinas'  view  of  their  health. 

•  Substance  abuse  problems  may  present  a  particularly  significant  STD 
related  risk  for  Latinas  (Carballeira) .  Latinas  and  their  families  may  have 
more  difficulty  recognizing  this  problem  and  seeking  assistance  (Amaro, 
Longshore) .  These  problems  with  addiction  increase  the  risk  of  IDU  related  HIV 
transmission.  In  addition,  the  use  of  alcohol  or  drugs  could  exacerbate  the 
difficulties  that  women  already  face  protecting  themselves  from  unsafe  sex  . 

•  "Familismo"  is  a  cultural  value  which  emphasizes  the  importance  of  the 
family  as  the  primary  social  unit  and  source  of  support.  Family  members  may  be 
expected  to  be  consulted  before  making  health  decisions,  and  women  may  feel 
that  personal  and  health  related  problems  should  not  be  discussed  outside  the 
family.  This  emphasis  on  family  also  entails  valueing  children  and  fertility 
very  highly  (VanOss  Marin,  dela  Vega) .  Pressure  to  bear  children  can  be  very 
powerful  and  women  who  use  contraceptives  may  not  share  this  information  with 
their  spouse  or  partner  (Laignel) .  This  cultural  value  may  also  affect 
thinking  about  the  use  of  condoms  because  they  prevent  pregnancy  (VanOss  Marin 
1991) .  Gender  roles  are  clearly  defined    within  the  Latino  community.  When 
talking  to  Lntinas  regarding  their  own  sexual  protection.it  may  be  helpful  to 
note  their  role  as  mothers  and  caregivers  and  to  emphasize  that  by  taking  care 
of  themselves  they  are  also  taking  care  of  their  family  (de  la  Vega) .  Of 
course,   it  is  also  important  to  encourage  Latinas  to  value  their  own  health  as 
well  as  that  of  their  family.  As  a  provider  you  may  be  wise  to  ask  the  client 
whether  or  not  it  would  be  helpful  to  involve  the  family  in  health  education 
and  decision  making. 
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• "Simpatia"  refers  to  the  desire  that  interactions  with  others  be  polite 
and  respectful,  as  well  as  free  of  assertiveness ,   direct  criticism  and 
confrontation.  Violation  of  this  norm  is  viewed  as  a  challenge  personal 
dignity.  The  cultural  value  of  simpatia  requires  that  a  Latina  listener  appear 
to  understand  and  agree  to  advice  even  though  she  may  not  have  understood  and 
may  have  no  intention  of  following  the  advice  given   (VanOss  Marin  1991) . 

•"Personalismo"  refers  to  the  preference  for  relationship  with  others  in 
one's  own  social  group.  Latinas  are  more  likely  to  prefer  spending  time  in 
person  (rather  than  on  the  phone,   for  example)  developing  relationships  and 
also  to  trust  and  cooperate  with  a  health  care  worker  if  they  know  them 
personally  (VanOss  Marin  1991) . 

•"Respeto"  is  an  emphasis  on  respect  in  social  relationships.  Social 
interactions  are  expected  to  maintain  an  individual's  sense  of  personal 
integrity.  Another  dimension  of  this  cultural  value  emphasizes  formal 
authority.  Clients  may  not  question  information  provided  by  an  authority  even 
if  they  do  not  understand.  In  order  to  be  respected  women  may  be  encouraged  to 
be  sexually  ignorant  due  to  the  attitude  that  a  good  and  virtuous  woman  does 
not  know  about  or  talk  about  sex  (de  la  Vega) . 

•"Machismo"  stresses  the  value  of  male  virility  as  proven  through  having 
multiple  sexual  partners   (Sabogal) .  It  is  possible  that  the  lower  earning 
potential  and  resultant  loss  of  the  provider  role  experienced  by  some  Latino 
immigrants  may  increase  the  value  of  machismo  for  some   (Laignel) .  This 
characteristic,  coupled  with  the  possible  difficulty  Latinas  may  encounter  in 
challenging  male  authority,  may  put  Latinas  at  high  risk  of  STDs   (Sabogal) . 
Machismo  also  promotes  the  idea  that  a  man  has  responsibility  to  provide  for 
and  protect  his  loved  ones  which  may  be  helpful  to  the  health  care  provider 
(Sabogal) . 

•Homosexuality,  either  for  men  or  women  is  generally  not  favorably 
viewed  within  the  Latino  culture  and  even  discussion  of  this  topic  is  taboo 
( Jimenez-Garcia) .  Providers  should  be  particularly  sensitive  in  working  with 
Latina  lesbians .  Perhaps  due  to  the  unacceptability  of  this  sexual  orientation 
in  the  Latino  community,  males  do  not  often  identify  themselves  as  homosexual. 
However,  men  may  engage  in  sexual  activities  with  other  men  while  maintaining 
their  machismo  image  with  the  family  and  community  (de  la  Vega) .  This  may  also 
put  them,  as  well  as  their  partners,  at  risk  for  STDs. 

Research  has  documented  a  lower  level  of  information  regarding  transmission 
among  Latinas  when  compared  to  African-  American  and  White  women  (Flaskerud 
1989) .  Follow  up  studies  of  one  health  education  effort  with  Latinas  indicated 
that  despite  intense  efforts  there  was  no  demonstrable  change  in  the  level  of 
knowledge  regarding  STDs  from  1988-1990   (Flaskerud  1993)  .  Although  it  has  been 
shown  that  information  alone  is  not  sufficient  to  stop  the  transmission  of 
STDs  it  is  critical  that  understandable  and  culturally/  linguistically 
accessible  information  be  available  to  women  of  all  cultures.  This  information 
can  be  most  useful  for  Latina  women  by  informing  them  of  those  things  within 
their  control,  such  as  the  availability  of  medical  evaluation  and  treatment  as 
well  as  education  regarding  contraceptive  products  with  STD  preventive 
properties   (VanOss  Marin) . 

However,   considering  the  significant  influence  of  familismo  and  machismo  in 
Latino  culture,  education,  prevention  and  treatment  efforts  must  also  be 
directed  to  the  male  partner,   family  and  community  in  order  to  reduce  risk  and 
to  protect  and  support  those  women  who  are  at  risk  (Amaro  1988,1994)  One 
culturally  appropriate  and  effective  intervention  to  encourage  condom  use 
among  the  Hispanic  community  may  be  to  encourage  a  change  in  male   (rather  than 
female)  behavior.  Recent  research  in  the  area  of  males  with  partners  other 
than  their  wife  (secondary  sexual  partners)  concluded  that  encouraging  a 
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Hispanic  man's  view  of  himself  as  responsible  for  the  welfare  of  his  wife  and 
children  may  be  more  effective  than  expecting  Latinas  to  be  responsible  for 
this  behavior  change    (VanOss  Marin) .   Interventions  aimed  at  health  behaviors, 
which  have  included  the  whole  family  have  been  shown  to  be  effective  with 
Latinos   (VanOss  Marin,   Cousins,   Forrest).  Service  outreach  and  educational 
messages  which  stress  the  potential  loss  of  fertility  associated  with  STDs  may 
also  prove  effective. 
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ASIAN-AMERICAN  WOMEN 


The  number  of  Asians  living  in  the  United  States  has  increased  dramatically  in 
recent  years.  However,   as  with  other  ethnic /cultural  groups,   the  data 
available  tend  to  conceal  their  ethnic  diversity  -  in  this  case  as  many  as 
thirty  ethnic  groups,   including  Chinese,  Vietnamese,  Cambodian,  and  Laotians 
from  the  Asian  continent  as  well  as  groups  from  islands  throughout  the  Pacific 
Ocean.  Each  of  these  groups  has  unique  cultural  and  health  care  issues   (Chin) . 
For  example,   Filipino  Americans  are  mainly  Catholic  and  come  from  a  country 
where  the  institutions  resemble  those  in  America,  Vietnamese  are  more  likely 
to  be  Buddhist  or  Catholic,  and  come  from  a  country  where,  until  the  mid- 
1900s,   the  government  was  a  monarchy  (Lee).  In  addition,  wide  variation  is 
found  individually,  which  may  reflect  not  only  the  country  of  origin,  but  also 
the  age  of  arrival  in  this  country  -  of  that  individual  or  of  their  parents - 
as  well  as  the  number  of  years  they  may  have  resided  here.  For  the  purposes  of 
this  paper  we  are  not  including  other  groups  which  might  also  be  considered 
Asian,  such  as  Indians  and  Pakistanis. 

Despite  the  many  differences,  there  are  some  common  cultural  issues.  The 
stereotype  of  being  a  "model  minority"  -  successful  and  without  any  problems  - 
may  mask  significant  psychosocial  and  health  care  needs  for  Asian-Americans. 
For  many  immigrants  and  refugees,  mainstream  health  care  options  are  too 
expensive  or  culturally  and  linguistically  inaccessible  (Chin) .  Recent 
arrivals  are  more  likely  to  have  mental  health  problems,  including  feelings  of 
alienation,  depression  and  anxiety.  Some  Cambodians  refer  to  the  depression 
associated  with  immigration  as  "bebotchit"  which  translates  as  "a  deep  sadness 
within  oneself"  to  describe  a  kind  of  "cultural  bereavement"  emerging  from  the 
loss  of  homeland,  culture,  tradition  and  national  identity  (Kraut) .  Children 
of  recent  immigrants  are  also  at  high  risk  for  mental  health  problems  due  to 
cultural  conflict  and  changing  cross  generational  expectations   (Chan,  Chin, 
Matsuoka,  Carlson,  Tran) . 

Some  of  the  aspects  of  Asian  culture  which  may  help  providers  working  in  the 
field  of  STDs  are  described  below.  In  consideration  of  the  many  Asian  cultural 
groups,  unless  otherwise  specified,  these  are  generalizations: 

•  Asians'  world  view  regarding  the  nature  of  sickness  and  health  may  be 
quite  different  from  Western  views.  Concepts  and  practices  of  health  care  are 
a  valued  part  of  Asian  tradition  and  are  commonly  carried  on  by  second  or 
third  generation  Asian-Americans,  as  well  as  those  who  have  more  recently 
immigrated.  In  fact,  dietary  and  health  habits  are  typically  the  last 
behaviors  to  change  among  this  population  (Chin) . 

Health  and  illness  may  be  classified  by  a  cold/hot  dichotomy  or  perceived  of 
as  an  obstruction  of  the  life  energy.  It  may  be  believed  that  emotional 
balance  and  proper  diet  are  essential  to  health  and  may  play  a  role  in  curing 
illness   (Randall -Barnett,  Uba) .  Therefore,  if  a  client  discusses  diet,   it  is 
important  to  realize  it  may  have  a  greater  significance  for  health  maintenance 
and  cure  than  for  some  other  Americans. 

•  For  some  Southeast  Asians,  suffering  and  illness  may  be  seen  as  an 
unavoidable  part  of  life  and  therefore  a  cure  is  not  to  be  sought.  For 
example,   some  Hmong  believe  that  the  length  of  a  person's  life  is  pre- 
determined, which  would  make  life-saving  health  care  worthless   (Uba) .  In 
similar  fashion,  a  study  of  Cambodian  women's  beliefs  regarding  sexuality 
indicate  that  under  certain  circumstances  they  may  believe  that  pregnancy  is 
inevitable   (Kulig) . 

Many  Vietnamese,  Cambodians  and  Laotians  may  assume  that  an  illness  is 
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organically  caused  unless  there  appears  to  be  a  supernatural  problem   (Uba) . 
However,   the  Hmong  believe  that  illness  may  be  caused  supernaturally  and  may 
be  used  by  an  angry  or  evil  spirit  to  punish  an  individual   (Uba) .  Southeast 
Asians  typically  utilize  a  wide  variety  of  herbal  and  "folk"  cures.  These 
treatments  may  leave  marks  on  the  person's  body  -  including  scratches,  burns, 
welts,  etc.  For  this  reason  it  is  important  and  more  complicated  to  determine 
the  cause  of  marks  on  the  body  (Uba) .  Asian-American  clients  may  not  want  to 
share  information  regarding  these  treatments  unless  a  safe    and  non- judgmental 
environment  is  created  by  their  provider.  It  may  be  helpful  for  the  provider 
to  raise  the  issue  and  encourage  discussion. 

•A  discussion  of  illness  and  death  is  viewed  in  some  Asian  cultures  as 
bad  luck  or  as  a  self-fulfilling  prophecy,  and  could  be  strongly  resisted  by  a 
client  (Chan, Lee) .  In  addition,  stoicism  is  a  common  value  among  Asian- 
Americans  and  may  delay  seeking  health  care.  Since  control  of  the  emotions  is 
so  highly  valued  an  Asian  woman  may  hold  back  expressions  of  fear  and  pain 
(Chin) .  It  is  important  not  to  interpret  lack  of  strongly  expressed  emotion  as 
meaning  that  a  woman  has  no  feelings  about  the  subject  being  discussed. 

•Decorum  and  propriety  is  highly  valued  (Chin) .  Formality,  politeness 
and  emotional  restraint  will  facilitate  client  comfort  (Randall -David) , 
especially  in  situations  such  as  STD  clinical  work  involving  contact  with  a 
little  understood  system  of  care  and  regarding  a  very  private  matter.  Because 
of  these  values,  clients  may  not  ask  questions,  and  may  indicate  that  they 
understand  and  agree  with  what  is  said  even  when  they  may  not  (Uba)  . 

•Modesty  is  generally  highly  valued  among  Asians   (Chin) .  It  may  be 
important  for  an  Asian  woman  to  have  a  female  provider,  especially  if  physical 
examination  is  involved.  Despite  such  modesty,  it  may  be  possible  to  discuss 
sexuality  frankly  -this  varies  among  group.  It  is  important  to  note  that  among 
some  Asian  groups  sexual  discussion  is  taboo  (Randall-David, Lee, Chan) .  A 
related  value  is  the  sharp  distinction  between  the  public  and  private  self. 
Sexuality  of  any  kind  is  not  allowed  as  part  of  public  expression  and  is 
considered  very  private   (Chan,Kulig) . 

•  In  some  Asian  cultures,  behaviors  that  might  be  considered  signs  of  a 
sexual  relationship  in  the  American  culture  -such  as  walking  hand  in  hand  -may 
be  a  simple  sign  of  friendship  between  people  of  the  same  sex.  While  sexuality 
is  considered  a  very  private  issue,  discussion  may  occur  more  readily  between 
members  of  the  same  gender.  For  this  reason  having  a  female  STD  counselor  may 
be  helpful  in  discussing  sexual  issues  with  Asian-American  women  (Randall - 
David) . 

•  Homosexuality  is  generally  not  favorably  viewed  either  within  the 
Asian  family  or  in  the  Asian  community  (Lee) .  Since  open  expression  of  any 
sexuality  is  typically  not  condoned  in  public,  Asian  youth  who  wish  to  claim  a 
lesbian  or  homosexual  identity  may  encounter  condemnation  for  public 
expression  of  any  sexuality  (Chan) .  Particular  sensitivity  will  be  required  in 
providing  services  to  Asian  lesbians. 

In  addition,  the  cultural  taboo  against  homosexuality  and  its  public 
expressions  may  place  Asian-American  women  at  risk  by  increasing  the  number  of 
married  men  engaging  in  anonymous  homosexual  contacts . 

•The  family  and  its  welfare  may  be  seen  as  more  important  than  the 
welfare  of  the  individual.  Youth  are  expected  to  be  obedient  and  filial. 
Sexual  repression  is  expected  because  an  individual  is  not  expected  to  express 
needs  that  might  bring  shame  or  dishonor  to  the  family  (Chan) .  The  expectation 
that  young  women  procreate  and  carry  on  the  family  name  is  strong  in  the  Asian 
cultures   (Lee) . 

Sexual  dysfunction  may  be  viewed  as  an  individual's  personal  responsibility 
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and  a  source  of  shame    (Chan) .  A  woman  may  be  afraid  of  bringing  shame  to  Che 
family  and  therefore  be  unable  to  take  responsibility  for  certain  decisions  on 
her  own.   Stressing  that  clients  may  be  better  able  to  fulfill  their  family 
role  when  they  are  feeling  better  may  encourage  Asian  women  to  seek  care. 

It  may  be  unrealistic  to  expect  a  woman  to  educate  the  other  family  members 
regarding  STDs  or  to  expect  her  to  request  that  her  sexual  partner  change 
behavior  or  go  for  treatment.  As  a  provider,  you  may  also  be  required  by  the 
client  to  involve  other  family  members  in  the  development  and  implementation 
of  any  treatment  plan   (Randall -David) . 

Young  women,  particularly  those  whose  families  have  recently  moved  to  this 
country,  may  experience  severe  cultural  conflicts  in  the  area  of  sexuality  and 
its  expression.  Such  young  women  may  also  suffer  from  feelings  that  they  do 
not  meet  American  standards  of  beauty.  Asian  American  adolescent  girls  may  be 
unwilling  to  engage  in  sexual  activity  of  any  kind  without  serious  commitment. 
Asian -American  adolescents  who  are  discovered  by  family  to  be  sexually  active 
might  expect  to  be  punished  and  could  experience  shame  and  disappointment  from 
family  members   (Chan) . 

Nevertheless,  many  Asian-American  adolescents  are  strongly  influenced  by 
American  culture.  They  may  lead  "double  live",  expressing  their  sexuality 
among  their  peers  while  assuming  a  more  traditional  role  with  their  family  and 
in  the  Asian-American  community  (Chan,   1994) . 
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PROVISION  OF  CULTURALLY  COMPETENT  CARE 


Those  in  the  health  care  field  have  increasingly  faced  the  challenge  of 
providing  care  to  an  increasingly  diverse  population  (Kavanagh,  Kemer)  . 
Because  issues  surrounding  sexually  transmitted  disease  are  so  personal  and 
may  evoke  strong  emotional  reactions  -  both  in  the  client  and  the  provider  - 
the  challenge  of  providing  culturally  competent  care  is  even  more  critical  for 
STD  service  providers . 

In  order  to  provide  effective  STD  counseling,  a  provider  must  first  be 
comfortable  with  their  own  sexuality.  Issues  not  specific  to  cross  cultural 
counseling,  such  as  a  providers'  own  homophobia  must  have  been  resolved  in 
order  to  create  a  supportive  and  empathic  professional  relationship  with  the 
client  (Nilsson) .  This  kind  of  resolution  becomes  even  more  critical  if 
additional  cultural  and  linguistic  boundaries  are  to  be  effectively  bridged. 
Studies  have  shown  that  physicians  may  still  feel  that  a  sexual  history  is  not 
an  important  part  of  an  overall  patient  evaluation.  Physicians  may  also  feel 
embarrassed  and  inadequately  trained  to  take  a  sexual  history  (Merrill) . 
Clearly,  the  training  of  modern  health  care  providers  must  include  the 
personal  and  professional  skills  needed  to  perform  this  basic,  necessary  task 
for  all  populations. 

Another  cultural  barrier  to  care  is  the  emphasis  in  American  culture  on 
independence  and  individualization.  In  keeping  with  this  value,  the  health 
care  system  typically  emphasizes  individuals  as  the  locus  of  problems  and  the 
point  of  intervention  (Kavanagh) .  However,  while  social  interactions  may 
appear  uniquely  individual  they  reflect  ways  of  perceiving  and  behaving  that 
are  learned  from  culture.  Nevertheless,   "a  study  of  this  system  of  culturally 
relevant  and  meaningful  patterned  interactions  has  not  been  included  as  a  part 
of  the  knowledge  base  of  providers  of  care"   (Kavanagh)  . 

In  acknowledging  the  multicultural  world  of  public  health,  it  is  also 
necessary  to  go  beyond  mere  recognitions  of  multicultural  ism  and  be  able  to 
work  "cross -culturally"  or  "trans culturally" ,  e.g.  in  a  way  that  not  only 
recognizes  but  values  the  similarities  and  the  differences  between  client  and 
provider  . 

What  does  this  involve? 

It  is  a  commonly  held  belief  in  American  culture  that  if  information  is 
presented  clearly  and  fully,  the  audience/client  will  understand  the  same 
thing  in  the  same  way  as  the  person  presenting  the  information.  Presented  with 
a  situation  in  which  information  appears  not  to  have  been  understood,  a 
provider  may  conclude  something  negative  about  the  audience/client  or  assume 
that  additional  information  is  needed.  In  cross  cultural  work,   it  is  critical 
to  realize  that  providing  information  alone  (which  presumes  that  the  client 
understands  and  agrees  with  our  own  world  view)  ,  may  not  be  effective  (Tafoya, 
Kavanagh)  .  In  addition,  in  the  STD  field,  it  has  been  demonstrated  that  if  our 
ultimate  goal  is  client  behavioral  change,  then  information  alone  is  rarely  if 
ever  sufficient   (Beaman,  Cochran,  Orr) . 

Despite  significant  cultural  differences,  the  one  thing  that  all  individuals 
and  groups  desire  is  respect.  However,  being  able  to  engage  in  a  respectful 
interaction  requires  certain  attitudes  and  skills   (Kavanagh) .  Cross-cultural 
caregiving  requires  the  development  of  a  variety  of  skills  including  the 
ability  to  learn  from  the  client,  gather  cultural  data,  develop  an  alliance 
with  the  client,   to  negotiate  the  most  culturally  appropriate  intervention 
with  the  client  and  to  discuss  culturally  sensitive  issues  effectively 
(Tafoya,  Kavanagh) . 
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CONTRACEPTIVE  METHODS  AND  PROTECTION 
AGAINST  SEXUALLY  TRANSMITTED  DISEASES 


Avoiding  sexual  intercourse  entirely  is  the  most  effective  way  to  prevent  the 
transmission  of  sexually  transmitted  diseases,   including  human 
immunodeficiency  virus    (HIV).  Otherwise,   intercourse  only  with  an  uninfected 
partner  in  a  monogamous  relationship,   consistent  and  correct  use  of  latex 
condoms  during  sexual  activity  is  recommended  to  reduce  the  transmission  of 
STDs/HIV.  However,  traditional  sex  roles  may  interfere  with  women's  ability  to 
control  or  negotiate  sexual  relations .  Women  may  be  expected  or  pressured  to 
have  sex.  Partners  may  not  want  to  use  latex  condoms.  Alternative  methods  of 
protection  under  the  control  of  women  must  be  made  available  and  used  if 
either  abstinence  or  condom  use  is  not  possible.  Certain  contraceptive  methods 
offer  some  degree  of  protection  against  STDs  and  HIV  when  engaging  in  vaginal 
intercourse,  while  others  do  not.  Because  some  women  may  mistakenly  equate 
pregnancy  prevention  with  STD/HIV  protection,  it  is  important  to  specifically 
address  this  issue  when  counseling  on  contraceptive  options   (Galavotti  and 
Schnell) . 


MALE  CONDOM 

Laboratory  studies  have  shown  that  latex  condoms  are  impermeable  to  Neisseria 
gonorrhoea .  Chlamydia  trachomatis,  herpes  simplex  virus   (HSV) ,  cytomegalovirus 
(CMV)  ,  hepatitis  B  virus   (HBV)  and  human  immunodeficiency  virus   (HIV)  (CDC, 
Morris,  Judson  and  Ehret) .  Although  latex  condoms  provide  an  excellent 
mechanical  barrier  to  these  organisms,  natural  membrane  condoms   (made  of  sheep 
intestine)  do  not  because  the  pores  of  the  membrane  may  allow  transmission  of 
organisms.  For  this  reason,  natural  membrane  condoms  are  not  recommended  for 
the  prevention  of  STDs/HIV  transmission  (CDC) . 

Human  studies  have  demonstrated  that  latex  condom  use  reduces  the  risk  of 
pelvic  inflammatory  disease  (PID)  and  infertility,  but  provides  variable 
protection  against  STDs  in  the  lower  genital  tract  of  women  (Rosenberg  and 
Gollub,  Cates  and  Stone) .  This  variation  is  partly  explained  by  the  different 
design  and  setting  of  studies  (Weller,  Cohen  and  Dent) .  Furthermore,  given  the 
impermeability  of  latex  condoms  to  organisms  (as  demonstrated  in  vitro) , 
failure  of  latex  condoms  to  protect  against  STDs  in  vivo  is  mostly  related  to 
improper  use  rather  than  condom  failure.  Compliance  is  an  important  issue  in 
evaluating  latex  condom  effectiveness  in  preventing  the  transmission  of  STDs . 
Indeed,   inconsistent  use  of  latex  condoms  is  associated  with  less  effective 
protection  while  consistent  and  proper  use  of  latex  condoms  is  highly 
effective  against  STDs  and  HIV  infection  (Rosenberg  and  Davidson,  Roper  and 
Peterson,  Population  Reports,  de  Vincenzi) .  This  relationship  is  particularly 
evident  in  longitudinal  studies  of  serodiscordant  couples   (where  one  person  is 
HIV  positive  and  the  sexual  partner  is  HIV  negative) .  In  a  recently  published 
study,  no  seroconversion  occurred  among  124  couples  who  used  latex  condoms  for 
each  act  of  vaginal  or  anal  contact   (  95%  CI,   0  to  1 . 5  per  100  person-years) . 
However,   twelve  initially  HIV  negative  partners  seroconverted  among  121 
couples  who  used  latex  condoms  inconsistently  (seroconversion  rate  of  4.8  per 
100  person-years,   95%  CI,  2.5  to  8.4)    (de  Vincenzi)).  Another  study  reported 
rates  of  seroconversion  of  1.1  per  100  person-years  for  consistent  condom 
users  versus  9.5  per  100  person-years  among  inconsistent  users   (Saracco  and 
Musi ceo) . 
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In  the  particular  circumstance  where  genital  lesions  caused  by  STDs  are  not 
covered  by  a  latex  condom   (such  as  human  papillomavirus  infections    (HPV)  or 
herpes  simplex  virus  infections   (HSV) ,   transmission  of  infections  are  less 
likely  to  be  reduced  by  the  use  of  latex  condoms. 

Cross -sectional  and  prospective  studies  have  revealed  that  condom  breakage  is 
uncommon   (less  than  2%)   during  vaginal  and  anal  intercourse     (CDC,   Cates  and 
Stone  et  al ,   Population  Reports).  Slippage  is  also  rare   (0.4%)   during  vaginal 
intercourse   (CDC) .  Some  of  such  negative  occurrences  could  be  attributed  to 
improper  use  with  oil  lubricants   (Cates  and  Stone) . 

The  fact  that  latex  condoms  are  not  100%  effective  (as  is  true  of  other 
primary  prevention  interventions  promoted  in  other  domains  eg  seat  belts  and 
bicycle  helmets)  should  not  keep  providers  from  recommending  their  use. 
Rather,  efforts  should  be  focused  on  promoting  correct  and  consistent  use  of 
latex  condoms  which  have  repeatedly  been  shown  to  be  protective . 
Latex  condoms  are  still  underutilized.  Although  a  better  understanding  of 
variables  that  increase  condom  use  by  sexually  active  individuals  is  needed, 
providing  information  on  its  high  effectiveness  is  one  important  step  toward 
compliance.  Indeed,  latex  condom  use  can  be  influenced  by  perceived  benefit 
(Orr  and  Langefeld) . 

According  to  an  analysis  of  data  from  the  1988  National  Survey  of  Family 
Growth,  minority  and  poor  women  were  less  likely  to  require  partners  to  use 
condoms.  Furthermore,  use  was  lower  among  women  with  less  knowledge  about  AIDS 

(Potter  and  Anderson) .  A  recent  survey  revealed  that  women  who  are  more 
knowledgeable  about  STDs  were  more  likely  to  ask  a  new  partner  to  use  condoms 

(Campaign  for  Women's  Health). 

The  protective  effect  for  women  is  dependant  on  the  cooperation  of  males.  The 
perception  that  women  may  have  no  control  over  condom  use  can  deter  their  use 
(Weinstock  and  Lindan) .  Therefore  increasing  the  knowledge  of  STDs  and 
educating  men  to  use  condoms,  as  well  as  teaching  women  to  negotiate  their 
use,   is  essential  to  increase  compliance. 

Currently,  latex- free  natural  rubber  and  polyurethane  male  condoms  are 
undergoing  testing  (Hatcher  et  al.,  Trussel  and  Warner  and  Hatcher,  Voeller  et 
al.).  These  would  provide  alternatives  for  persons  allergic  to  latex. 

FEMALE  CONDOM  (VAGINAL  POUCH) 

Laboratory  studies  have  demonstrated  that  the  polyurethane  pouch  is 
an  effective  barrier  against  HIV  and  CMV  (Drew  and  Blair  et  al) .  Polyurethane 
is  stronger  than  latex  and  is  not  susceptible  to  deterioration  when  exposed  to 
oil  based  products   (Hatcher  et  al) . 

Female  condoms  have  been  marketed  in  the  USA  under  the  name  of  "Reality"  . 
Since  the  product  has  been  made  available  only  recently,  few  data  exist 
concerning  its  reliability  for  STD  protection.  One  study  demonstrated  that 
regular  use  of  the  female  condom  was  associated  with  less  recurrence  of 
trichomonas  infections   (Soper  and  Shoupe) . 

Given  its  impermeability  to  organisms  demonstrated  in  vitro,   the  fact  that  the 
sheath  covers  the  cervix,  the  vagina  and  part  of  the  vulva  if  correctly 
placed,  that  it  appears  not  to  cause  trauma  to  the  lower  genital  tract  (Soper 
and  Brockwell) ,  and  that  its  pregnancy  prevention  rate  compares  favorably  to 
other  female* barrier  methods   (6-month  pregnancy  rate  of  5%  for  consistent 
users  and  12  %  for  inconsistent  users) ,   the  hypothesis  is  that  this  method  may 
also  be  effective  in  preventing  the  transmission  of  STDs/HIV   (Gollub  and 
Stein) .   Furthermore,   since  the  use  of  this  method  is  under  the  control  of 
women,   it  may  be  used  more  frequently  than  the  male  condom,  making  it  more 
user  effective  than  its  counterpart  for  men.  Acceptability  studies  have  shown 
that  minority  women  are  receptive  to  their  use,  primarily  because  they  feel 
they  have  more  control  over  the  use  of  the  method  (Shervington,  Schilling  and 
El-Bassel  et  al . ) 
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As  with  all  barrier  methods,   the  effectiveness  of  .the  female  condom  in 
preventing  transmission  of  STDs/HIV  is  likely  to  be  directly  related  to 
consistent  and  correct  use.   In  particular,   care  must  be  taken  that  the  penis 
does  not  enter  between  the  sheath  and  the  vagina.  Currently,  there  is  not 
enough  data  available  to  specifically  assess  the  protective  effect  of  the 
female  condom  against  infection.  However,  based  on  the  above  mentioned 
hypothesis,  this  method  can  be  presented  as  an  alternative  when  abstinence  or 
male  condom  use  is  not  possible.  However,   its  relatively  high  cost   ($2.00  or 
more),  and  its  visibility,  may  be  a  deterrent  to  its  use. 

SPERMICIDES  AND  SPONGE 

Nonoxynol-9  and  octoxynol  are  the  only  formulations  of  vaginal  microbicide 
available  in  the  USA.  Nonoxynol-9   (N-9)   is  the  most  common  agent  contained  in 
spermicide  and  the  one  that  has  been  most  extensively  studied.  Different  forms 
and  concentrations  of  the  product  are  available  over  the  counter.  Foam  has  a 
12.5%  concentration  of  spermicide   (N-9)  whereas  the  concentration  in  creams  or 
gel  varies  from  1%  to  5%   (N-9  or  octoxynol) .  Each  application  provides  between 
80-150  mg  of  spermicide,  depending  on  the  concentration  (Hatcher  et  al) . 
Suppositories  contain  a  spermicide  concentration  that  ranges  from  2.3%  to  8.3% 
(100-150  mg  of  N-9  per  dose).  Films  contain  28.5%  of  spermicide  with  a  dose  of 
72  mg  of  N-9  per  dose.  Both  suppositories  and  film  must  dissolve  prior  to 
intercourse  for  the  protective  effect  to  occur.  The  sponge  *  contains  1000  mg 
of  N-9,  a  much  higher  dose  of  spermicide  than  the  above  formulations  (Hatcher 
et  al,  Stone  and  Peterson) . 

In  laboratory  studies,  nonoxynol-9  rapidly  kills  Neisseria  gonorrhoeae. 
Trichomonas  vaginalis,  Treponema  pallidum,  herpes  simplex  virus,  HTV,  and 
Ureaplasma  urealyticum.  Conflicting  data  exist  for  its  effect  on  Chlamydia 
trachomatis  (Cates  and  Stone) . 

Human  studies  have  demonstrated  that  the  use  of  N-9  spermicide  alone 
significantly  reduced  the  risk  of  gonorrhea  (  RR/OR  range  0.11-0.76)  and 
chlamydia  (RR  0.78)    (Cates  and  Stone,  Stone  and  Peterson,  cited  by  Center  for 
Women  Studies,  Niruthisard  and  Roddy  et  al,  Weir  and  Feldblum)  .  The  N-9  sponge 
has  proved  protective  against  gonorrhea  (RR  0.29-0.67),  chlamydia   (RR  0.31- 
0.87)  and  trichomonas  (RR  0.26)    (Cates  and  Stone,  cited  in  Center  for  Women 
Studies,  Rosenberg  et  al) .  While  spermicides  may  reduce  the  risk  of  acquiring 
an  STD  that  specifically  infects  the  cervix  (gonorrhea  and  chlamydia) ,  they 
may  not  be  as  effective  in  reducing  STDs  that  can  be  transmitted  by,  or 
infect,  other  areas  of  the  genital  tract  (HIV,  HSV,  HPV) .  Conflicting  evidence 
exists  concerning  the  protective  effect  of  spermicides  against  HIV  infection 
(Hatcher  et  al,  Stone  and  Peterson,  Schilling  and  El-Bassel,  Center  for  Women 
Studies,  Kreiss  and  Ngugi  et  al,   Zekeng  and  Feldblum) . 

A  potential  problem  with  spermicides  and  sponges  is  that  they  may  cause 
vaginal  and  vulvar  irritation,  which  can  lead  to  a  disruption  in  the 
epithelial  barrier  (Cates  and  Stone,  Stone  and  Peterson,  Center  for  Women 
Studies,  Niruthisard  and  Roddy,  Kreiss  and  Ngugi) .  One  study  of  commercial  sex 
workers  in  Nairobi,  Kenya,  revealed  that  use  of  the  N-9  sponge  significantly 
increased  the  frequency  of  genital  ulcers  and  was  ineffective  in  reducing  (and 
may  possibly  increase)   the  risk  of  HIV  infection  (hazard  ratio  1.7,   95%  CI 
0.9-3.0)    (Kreiss  and  Ngugi).  It  appears,  however,  that  irritation  and/or 
ulcerations  may  be  related  to  dose  and  frequency  of  use   (Stone  and  Peterson, 
Center  for  Women  Studies,  Niruthisard  and  Roddy) .  Thus,   the  results  of  the 
study  in  Nairobi,  and  of  other  commercial  sex  workers,   cannot  be  generalized 
to  all  women. 

•  as  of  January  1995,   the  manufacturer  has  ceased  producing  the  sponge  and  it 
will  no  longer  be  available  in  the  U.S.. 
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When  the  use  of  spermicides  and  sponges  is  being  considered  for  protection 
against  infections,   women  should  be  informed  that  these  agents  have  been  shown 
to  significantly  reduce  the  risk  of  gonorrhea,   chlamydia  and  trichomonas. 
However,   they  should  also  be  informed  that  these  agents  may  cause  irritation, 
particularly  with  prolonged  use  and  with  the  sponge,  and  that  they  may  not 
reduce,  and  perhaps  may  even  increase,   the  risk  of  HIV  transmission.  The 
beneficial  effect  of  reducing  bacterial  STDs  may  be  offset  by  the  possible 
lack  of  protection  against  HIV  transmission. 

DIAPHRAGM  AND  CERVICAL  CAP 

Diaphragms  and  cervical  caps  are  nearly  always  used  with  spermicides .  They 
provide  both  a  chemical  and  physical  barrier  to  STDs. 

Cross -sectional  and  case- control  studies  have  revealed  that  the  protective 
effect  of  the  diaphragm  is  variable.  Statistically  significant  reduction  of 
the  risk  of  gonorrhea   (OR  0.32-0.45),   chlamydia  (OR  0.00-0.28),  trichomonas 
(OR  0.29),  PID  (OR  0.40),  and  infertility  (OR  0.40)  have  been  demonstrated 
(Rosenberg  and  Gollub,  Cates  and  Stone,  Rosenberg  and  Davidson,  Hatcher  et 
al) .  Diaphragm  use  substantially  reduces  the  risk  of  cervical  neoplasia 
(Hatcher  et  al) . 

No  studies  are  available  concerning  HIV  transmission  and  the  use  of  the 
diaphragm/cervical  cap.  The  same  recommendations  that  apply  for  spermicide  use 
concerning  HIV  transmission  should  be  given,  although  dispersion  and  the 
possibility  of  irritation  of  spermicides  may  be  different  when  used  in 
conjunction  with  barrier  methods. 


ORAL  CONTRACEPTIVES,  IMPLANTS.  AND  DMPA  (DEPO-PROVERA) 

None  of  these  agents  protect  against  STDs /HIV.  In  fact,  cervical  chlamydial 
infections  are  more  common  among  oral  contraceptive  users,  presumably  because 
of  the  frequency  of  cervical  ectopy  (Hatcher  et  al,  Cates  and  Stone) .  It 
appears,  however,   that  the  risk  of  PID  is  lower  among  pill  users.  This  may  be 
explained  by  typically  thicker  cervical  mucus  (which  acts  as  a  barrier) ,  and 
the  reduction  in  menstrual  blood  flow  and  uterine  contractions  seen  among  oral 
contraceptive  users.  Conflicting  data  exist  concerning  hormonal  contraception 
and  HIV  transmission;  while  most  studies  have  found  no  association  between 
pill  use  and  HIV  seroconversion,  some  have  found  an  increase  in  the  risk  of 
HIV  transmission  (cited  in  Cates  and  Stone) .  Further  research  is  needed  to 
clarify  this  issue. 

Women  should  be  informed  that  hormonal  contraception  (oral  contraceptives, 
implants  and  depo-provera)  provides  no  protection  against  STDs/HIV.  This  is  a 
particularly  salient  issue  for  adolescent  women. 


INTRA  UTERINE  DEVICE  (IUD) 

IUDs  confer  no  protection  against  STDs/HIV.  The  association  of  IUDs  and  PID 
remains  controversial.  However,   the  risk  of  PID  may  be  increased  around  the 
time  of  insertion  because  of  the  introduction  of  vaginal  bacteria  into  the 
uterine  cavity  (Cates  and  Stone) . 

Women  should  be  informed  that  the  IUD  confers  no  protection  against  STDs/HIV. 
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SUMMARY 


When  counseling  women  on  protecting  themselves  from  STDs/HIV,   a  hierarchal 
approach  is  necessary.   In  those  situations  when  abstaining  from  sexual 
activity  with  a  potentially  infected  partner  is  not  a  realistic  approach,  then 
consistent  and  correct  use  of  latex  condoms  should  be  recommended.  Women 
should  be  taught  how  to  negotiate  their  use  and  correct  use  should  be 
explicitly  described.   If  male  condom  use  is  not  possible,   then  female  condoms 
should  be  presented  as  an  alternative. 

When  none  of  the  above  options  can  be  adopted,  microbicides  and  other  female 
barrier  methods   (diaphragm  and  cervical  cap)  should  be  presented  because  they 
protect  against  STDs;  however,  it  is  unclear  whether  or  not  they  can  protect 
against  HIV,  particularly  if  they  are  used  frequently  and/or  cause  irritation. 
Finally,  it  is  also  important  to  convey  to  women  that  oral  contraceptives, 
implants,  depo-provera  and  IUD  offer  no  protection  against  STDs. 


42 


CONTRACEPTIVE  METHODS  AND  PROTECTION  AGAINST  STDs 

References 


Campaign  for  Women's  Health  and  STDs :  the  Damage  of  Denial. 
Report  prepared  by  EDK  Associates  for  the  American  Medical 
Women  Association.  Feb  1994. 

Cates  W,  Stone  KM.  Family  planning,  sexually  transmitted 
diseases  and  contraceptive  choice:  a  literature  update -part  I 
Fam  Plan  Pers .  1992;24:75-84. 

Cates  W,  Stone  KM.  Family  planning,  sexually  transmitted 
diseases  and  contraceptive  choice:  a  literature  update-part  II 
Fam  Plan  Pers  1992;24:122-7. 

Center  for  Women  Studies.  Women- controlled  microbicides  for 
prevention  of  HIV/STDs .   1993.  Washington,  D.C.. 

Cohen  DA,  Dent  C.  The  validity  of  self -reported  condom  use. 
AJPH. 

CDC.  Perspective  in  disease  prevention  and  health  promotion: 
condoms  for  prevention  of  sexually  transmitted  diseases. 
MMWR.  1988;37:133-7. 

CDC.  Update:  Barrier  protection  against  HIV  infection  and  other 
sexually  transmitted  diseases.  MMWR  1993;42:589-591. 

de  Vincenzi  I .  A  longitudinal  study  of  human  immunodeficiency 
virus  transmission  by  heterosexual  partners.  NEJM  1994;331:341-6. 

Drew  WL,  Blair  M,  Miner  RC  et  al.  Evaluation  of  the  virus 
permeability  of  a  new  condom  for  women.  Sex  Trans  Dis  1990 
17:110-2. 

Galavotti  C,  Schnell  DJ.  Relationship  between  contraceptive 
method  choice  and  beliefs  about  HIV  and  pregnancy  prevention. 
Sex  Trans  Dis.  1994;21:5-7. 

Gollub  EL,  Stein  ZA.  Commentary:  the  new  female  condom-item  1 
on  a  women's  AIDS  prevention  agenda.  AJPH  1993;83:498-500. 

Hatcher  R*A  et  al .  Contraceptive  Technology.   16th  Edition  1993. 
Irvington  Publishers.  New  York. 

Judson  FN,  Ehret  JM,  Bodin  GF  et  al .   In  vitro  evaluation  of 
condoms  with  and  without  nonoxynol-9  as  physical  barriers 
against  Chlamydia  trachomatis,  herpes  simplex  virus  type  2, 
and  HIV.  Sex  Trans  Dis.  1989;16:51-56. 


CONTRACEPTIVE  METHODS  AND  PROTECTION  AGAINST  STDs 


Kreiss  J,  Ngugi  E,   Holmes  KK  et  al .  Efficacy  of  nonoxynol-9 
contraceptive  sponge  use  in  preventing  heterosexual  acquisition 
of  HIV  in  Nairobi  prostitutes.   JAMA  1992;268:477-82. 

Morris  BAP.  How  safe  are  safes?  Efficacy  and  effectiveness  of 
Ccondoms  in  preventing  STDs.   Can  Fam  Phy.  1993;39:819-827. 

Niruthisard  S,  Roddy  RE,   Chutivongse  S.  Use  of  nonoxynol-9 
and  reduction  in  rate  of  gonococcal  and  chlamydial  infections. 
Lancet  1992;339:1371-75. 

Niruthisard  S,  Roddy  RE,   Chutivongse  S.  The  effects  of  frequent 
nonoxynol-9  use  on  the  vaginal  and  cervical  mucosa.  Sex  Trans 
Dis  1993;18:176-179. 

Orr  DP,  Langefeld  CD.   Factors  associated  with  condom  use  by 
sexually  active  male  adolescent  at  risk  for  STDs.  Pediatrics 
1993;91:873-9. 

Population  Reports.  Condoms-now  more  than  ever.  Series  H,  NO  8 
September  1990. 

Potter  LB,  Anderson  JE.  Patt-ems  of  condom  use  and  sexual  behavior 
among  never-married  women.   Sex  Trans  Dis  1993;20:201-208. 

Potts  M.  The  urgent  need  for  a  vaginal  microbicide  in  the 
prevention  of  HIV  transmission.  AJPH  1994;84:890-1. 

Roper  WL,   Peterson  HB,   Curran  JW.  Commentary:  condoms  and 
HIV/STD  prevention-clarifying  the  message.  AJPH.  1993;83:501-3 

Rosenberg  MJ,  Gollub  EL.  Commentary:  methods  women  can  use 
that  may  prevent  sexually  transmitted  diseases , including  HIV. 
AJPH  1992;82:1473-78. 

Rosenberg  MJ,  Davidson  AJ,   Chen  JH  et  al .  Barrier  contraceptives 
and  sexually  transmitted  diseases  in  women:  a  comparison  of 
female-dependent  methods  and  condoms.  AJPH  1992;82:669-674. 

Rosenberg  MJ  et  al .  The  contraceptive  sponge.  JAMA  1987 ; 257 : 2306- 
12  . 

Saracco  A,  Musicco  M,  Nicoloso  A  et  al .  Man-to-woman  sexual 
transmission  of  HIV:  longitudinal  study  of  343  steady  partners 
of  infected  men.  JAIDS  1993;6:497-502. 

Schilling  RF,   El-Bassel  N,   Leeper  MA  et  al .  Acceptance  of  the 
female  condom  by  latin-  and  af rican-women .  AJPH  1991;81:1345-6. 


CONTRACEPTIVE  METHODS  AND  PROTECTION  AGAINST  STDs 


Shervington  DO.  The  Acceptability  of  the  female  condom  among 
low-income  af rican-american  women.  J  Nat  Med  Ass  1993;85:341-7. 

Soper  DE,  Brockwell  NJ,  Dalton  HP.  Evaluation  of  the  effect  of 
a  female  condom  on  the  lower  genital  tract.  Contracep  1991; 44: 21. 

Soper  DE,  Shoupe  D,  Shangold  GA  et  al .  Prevention  of  vaginal 
trichomonas  by  compliant  use  of  the  female  condom.  Sex  Trans 
Dis  1993;20:137-9. 

Weller  SC.  A  meta-analysis  of  condom  effectiveness  in  reducing 
sexually  transmitted  HIV.   Soc  Sci  Med.  1993;36:1635-1644. 

Stone  KM,  Peterson  HB.  Spermicides,  HIV,  and  the  vaginal  sponge 
JAMA  1992;268:521-523. 

Trussel  J,  Warner  DL,  Hatcher  R.  Condom  performance  during  vaginal 
intercourse:  comparison  of  Trojan-Enz  and  Tactylon  condoms. 
Contraception  1992;45:11-9. 

Voeller  B,  Coulter  SL,  Mayhan  KG.  Gas,  dye,   and  viral  transport 
through  polyurethane  condoms.  JAMA  1991;266:2986-7. 

Weinstock  HS,  Lindan  C,  Bolan  G  at  al .  Factors  associated  with 
condom  use  in  a  high-risk  heterosexual  population.  Sex  Trans 
Dis  1993;20:14-20. 

Weir  SS,  Feldblum  PJ,  Zekeng  L  et  al .  The  Use  of  Nonoxynol-9 
for  protection  against  cervical  gonorrhea.  AJPH  1994;84:910-14. 

Zekeng  L,  Feldblum  PJ,  Oliver  RM  et  al.  Barrier  contraceptive 
use  and  HIV  infection  among  high-risk  women  in  Cameroon.  AIDS 
1993;7:725-31. 


SEXUALLY  TRANSMITTED  DISEASES  AND 
WOMEN  WHO  HAVE  SEX  WITH  WOMEN 


Few  epidemiologic  studies  have  addressed  the  issue  of  sexually  transmitted 
diseases   (STDs)   among  women  who  have  sex  with  women,   in  particular,  the 
female- to- female  transmission  of  STDs.  The  latest  was  initiated  in  1986. 
Recent  literature  consists  of  case  reports  of  presumed  transmission  of  human 
immunodeficiency  virus   (HIV)   from  woman  to  woman. 

Sexually  Transmitted  Diseases 

Studies  suggest  that  syphilis,  gonorrhea  and  chlamydia  are  uncommon  among 
women  who  have  sex  exclusively  with  women.  The  prevalence  of  STDs  in  this 
population  was  evaluated  by  two  descriptive  clinical  studies,  one  conducted  in 
the  U.S. A  (1978),  and  another  conducted  in  the  United  Kingdom  (1986-1988). 

Robertson  and  Schachter  screened  14  8  sexually  active  lesbians  for  gonorrhea, 
syphilis,  chlamydia  and  herpes  simplex  virus  infection  (HSV) .  Lesbians, 
defined  in  the  study  as  women  who  have  been  sexually  active  only  with  women  in 
the  last  6  months,  were  recruited  by  an  advertisement.  While  no  cases  of  STDs 
were  detected  through  screening,   11.5  %  of  women  reported  a  history  of 
gonorrhea,  7.4%  a  history  of  herpes,  and  1.4%  a  history  of  syphilis.  These 
infections  occurred  at  a  time  when  women  had  been  sexually  active  with  men. 
Participants  were  also  screened  for  cytologic  abnormalities;  one  case  of  mild 
dysplasia,  two  cases  of  moderate  dysplasia  and  one  case  of  carcinoma  in  situ 
were  detected.  Women  with  abnormal  Papanicolaou  (Pap)  smears  had  a  history  of 
heterosexual  contact,  although  not  in  the  preceding  24  months.  The  interval  of 
time  since  their  (Pap)  smear  was  14  months   (compared  to  an  average  of  21 
months  for  the  study  group  and  8  months  for  the  general  population  of  women 
using  the  same  clinic) .  Two  women  with  negative  chlamydial  and  gonococcal 
cervical  cultures  were  clinically  diagnosed  with  pelvic  inflammatory  disease 
(PID) .  Although  this  early  study  did  not  address  the  issue  of  clinical  human 
papillomavirus  infection.  (HPV)  ,  did  not  inquire  about  specific  sexual 
practices  and  did  not  reflect  current  epidemiologic  trends,  it  is  notable  for 
being  one  of  the  first  studies  to  specifically  address  the  issue  of  STDs  in 
women  who  have  sex  with  women. 

Edwards  and  Thin  screened  27  patients  currently  involved  in  a  lesbian 
relationship  for  Chlamydia  trachomatis.  Neisseria  gonorrhoeae ,  yeast, 
bacterial  vaginosis,  trichomoniasis  and  syphilis.  Herpes  simplex  cultures  were 
taken  if  "clinically  indicated".  Women  were  recruited  from  the  genitourinary 
medicine  clinic.  Most  women  had  a  history  of  heterosexual  contact   (23  out  of 
27  women) . 

One  woman  had  both  a  gonococcal  and  chlamydial  infection  (the  patient  was 
sexually  assaulted  by  a  male) ,  thirteen  had  bacterial  vaginosis,  one  had 
trichomoniasis,  four  had  herpes  simplex  infections   (two  cases  most  probably 
acquired  through  oro-genital  contact;  no  subtyping  was  done)  and  six  had 
condyloma  acuminata   (one  of  which  denied  ever  having  heterosexual  contact) . 
Women  were  also  screened  for  cytologic  abnormalities;  four  had  dyskariosis 
(sic) ,   three  of  whom  had  past  or  present  HPV  infection. 

The  U.K  study  had  a  small  number  of  patients  and  did  not  define  the  types  of 
sexual  activity  nor  the  number  of  female  partners.  Since  it  was  not  specified 
whether  these  women  initially  presented  for  screening  or  were  symptomatic, 
sampling  bias  may  have  been  an  issue.  However,  the  study  did  document  the 
presence  of  HSV  and  HPV  infections  in  women  who  had  no  heterosexual  contact 
for  more  than  five  years   (two  had  HSV  infections  and  two  had  HPV) . 
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Two  cases  of  Hepatitis  A,   which  is  considered  a  sexually  transmitted  disease 
in  homosexual  males,   believed  to  have  been  transmitted  by  woman  to  woman 
sexual  contact  consisting  of  oral/anal  contact  were  described  in  1986  (Walters 
and  Rector) . 

Two  other  studies  addressed  the  issue  of  STDs  through  surveys  of  lesbian 
populations.  Johnson  et  al .    (Johnson,  Guenther  et  al.)   examined  responses  from 
117  women  who  completed  a  questionnaire  distributed  with  the  help  of  a  lesbian 
organization.  One  hundred  of  these  women  self -identified  as  exclusively 
homosexual   (78%  reported  heterosexual  contact  in  the  past)  while  fifteen 
stated  they  were  bisexual   (93%  reported  past  heterosexual  contact) .  Three 
women  reported  an  infection  with  trichomonas  while  engaging  exclusively  in 
female- to- female  sexual  activity.  No  women  reported  contracting  gonorrhea, 
chlamydia  or  syphilis  while  having  sex  only  with  women.  Four  had  a  history  of 
an  abnormal  Pap  smear  requiring  a  biopsy.  A  follow-up  survey  from  the  same 
author  (Johnson,  Smith  et  al.)  was  conducted  in  1980  to  include  a  larger  group 
of  women:  4,100  surveys  were  distributed  and  2,381  questionnaires  were 
returned.  The  reported  histories  of  trichomoniasis,  candidiasis  and  herpes 
infections  were  associated  with  the  frequency  of  prior  heterosexual 
intercourse.  No  cases  of  gonorrhea  or  syphilis  were  reported  in  women  who  had 
never  engaged  in  heterosexual  activity;  however,  1.5%  of  these  women  reported 
a  history  of  herpes,  5.9%  a  history  of  bacterial  vaginosis  and  6.5%  a  history 
of  trichomoniasis.  An  abnormal  Pap  smear  requiring  treatment  was  reported  by 
2.9%  of  lesbian  women,  all  of  whom  reported  past  heterosexual  activity.  This 
study  did  not  address  chlamydial  or  HPV  infections  and  relied  on  self- 
reported  information.  While  asymptomatic  disease  can  make  the  temporal 
association  with  particular  sexual  activities  more  difficult  to  ascertain, 
results  of  the  survey  were  consistent  with  prior  findings.  A  preliminary  study 
(Kane,  Carroll  and  Wilcox)  based  on  a  survey  of  a  sample  of  women  attending 
Boston's  Pride  March  in  1993  revealed  that  self -reported  history  of  chlamydial 
infection  in  women  who  had  sex  exclusively  with  women  was  similar  to  that  of 
bisexual  and  heterosexual  women. 

A  dearth  of  information  and  some  methodologic  flaws  (sample  bias  as  a  result 
of  recruitment  of  predominantly  white,  well  educated  women  who  identified 
themselves  as  lesbians)  which  preclude  generalizations  to  all  lesbians,  as 
well  as  a  lack  of  epidemiological  pertinence  of  some  published  studies  on  the 
topic,  make  it  difficult  to  draw  reliable  conclusions  about  the  prevalence  of 
all  STDs  among  women  who  have  sex  exclusively  with  women.  Given  the  available 
information,  gonorrhea,  syphilis  and  chlamydia  are  considered  rare  and  are 
generally  related  to  heterosexual  contact  (Johnson  and  Palermo,  White  and 
Levinson,  William) .  Factors  involved  in  low  rates  of  infection  may  include  the 
absence  of  penile/vaginal  intercourse  (which  is  more  effective  than  other 
types  of  sexual  activity,  such  as  oral/genital  or  oral/oral  contact,  in 
transmitting  disease   (Holmes  and  Mardh  et  al)  ,  antigen  load  required  to  cause 
an  infection,  contact  with  a  low  prevalence  population,  with  less  frequent 
contact  with  a  higher  prevalence  population  (i.e.  men)    (White  and  Levinson) . 

Herpes  simplex  virus  infections  occur  with  orogenital  contact  or  inoculation 
as  the  most  likely  route  of  transmission  (Holmes  and  Mardh  et  al)  . 

Bacterial  vaginosis  and  vulvovaginal  candidiasis,  however,  occur  fairly 
frequently  in  women  who  have  sex  with  women.  Neither  is  considered  exclusively 
a  sexually  transmitted  disease  and  both  are  diagnosed  in  women  without  prior 
sexual  activity  (Holmes  and  Mardh  et  al) .  Therefore,  it  is  difficult  to  assess 
the  role  of  sexual  transmission  in  the  prevalence  of  these  infections . 


Trichomonas  vaginalis  has  been  reported,   albeit  less  frequently  than  in 
heterosexual/bisexual  women,   in  women  who  are  exclusively  sexually  active  with 
women;  this  organism  can  survive  in  or  on  moist  objects  and  transmission  via 
objects  or  hand  remains  a  possibility.  This  should  be  kept  in  mind  in  the 
differential  diagnosis  of  vaginal  discharge  in  homosexual  women  and,  if 
present,   female  partners  should  be  offered  evaluation  and  treatment. 

HPV  has  been  reported  in  the  study  by  Edwards  and  Thin  in  a  woman  claiming  no 
prior  heterosexual  contact.  Transmission  by  direct  skin  to  skin  contact  or  via 
fingers  remains  a  distinct  possibility  (Winkler  and  Richart  et  al) .   Because  of 
the  long  incubation  period  of  HPV,   it  has  been  assumed  that  other  cases  were 
probably  the  result  of  past  heterosexual  contact.  Significant  cytologic 
abnormalities  were  reported  almost  exclusively  in  women  with  prior 
heterosexual  activity. 

The  majority  (75%  to  89%)  of  women  who  define  themselves  as  lesbians  (as 
opposed  to  bisexual)   report  past  heterosexual  contacts   (Edwards  and  Thin, 
Johnson  and  Guenther  et  al,  Johnson  and  Smith,  White  and  Levinson) .  Some 
coital  experience  with  men  may  be  due  to  incest  or  sexual  abuse  which  may  not 
be  revealed  by  women.  Therefore,  it  is  prudent  to  recommend  that  all  lesbians, 
including  those  self -reported  as  exclusively  homosexual,  be  screened  for 
cytologic  abnormalities,  understanding  that  women  with  past  or  current 
heterosexual  contact,  as  well  as  those  reporting  a  history  of  STDs  such  as  HPV 
and  HSV,  are  at  highest  risk.  Frequency  of  screening  should  be  based  on 
individual  risk  factors   (Johnson  and  Smith) . 

More  studies  on  sexually  transmitted  infections  related  to  female -to- female 
transmission  are  necessary.  This  is  particularly  true  for  HPV,  which  has  an 
impact  on  cervical,  vaginal  and  vulvar  neoplasia;  and  chlamydia,  which  leads 
to  a  significant  incidence  of  upper  genital  tract  disease.  These  are  the  most 
frequently  encountered  STDs  in  the  general  population.  Such  studies  will 
provide  a  better  insight  into  prevalence  of  STDs  and  the  types  of  sexual 
activity  which  are  more  likely  to  transmit  them. 

HIV  Infection 

Five  cases  of  presumed  female -to- female  transmission  of  HIV  have  been 
described  in  the  literature  (Sabatini  and  Patel  et  al,  Marmor  and  Weiss  et  al, 
Monzon  and  Cape 11 an,  Greenhouse,  Rich  and  Buck  and  Tuomala,  Perry  and 
Jacobsberg  et  al) .  Seroconversion  was  not  documented  in  any  of  the  cases,  but 
symptoms  of  early  infection  following  contact  were  reported  by  two.  At  least 
one  case  involved  traumatic  sexual  contact  (Marmor  and  Weiss  et  al) .  It 
appears,  however,  that  this  mode  of  transmission  is  rare.  An  analysis  of 
reported  cases  of  AIDS  from  1980-1991  in  women  who  report  sex  only  with  other 
women  (0.9%  of  all  18,199  reported  adult  women  with  AIDS  in  the  U.S.A.  as  of 
June  30,   1991)  revealed  the  coexistence  of  risk  factors  in  all  cases:  93%  were 
intra-venous  drug  users   (IVDU)  and  the  remaining  7%  had  received  blood 
transfusions  before  March  1985   (Chu  and  Hammett  et  al)  . 

This  study  does  not  exclude  the  possibility  of  female -to- female  transmission 
of  HIV.  As  stated  by  Rich,  Buck  and  Tuomala,  this  study  only  includes  cases  of 
AIDS,  a  fraction  of  all  HIV  infected  women.  Furthermore,  any  history  of  male 
sexual  contact  or  exposure  -to  other  known  risk  factors  is  considered  the  most 
likely  route  of  HIV  acquisition,   regardless  of  female  sexual  contact   (Rich  and 
Buck  and  Tuomala) .   If  "sex  with  female"  is  the  only  item  checked  in  AIDS  case 
report,  patients  are  categorized  as  no  "identifiable  risk",   since  this  type  of 
activity  is  not  considered  high  risk.  A  special  surveillance  project  was 
conducted  by  nine  states  and  two  local  health  departments;  an  analysis  of  1122 
women  reported  with  HIV/AIDS  between  01/1990  and  09/1993  revealed  that  85%  of 
women  who  reported  having  sex  with  women  (65  women)  also  reported  sexual 
contact  with  men  during  that  same  period.  Of  the  ten  women  who  reported  only 
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sexual  contacts  with  women  over  the  last  five  years,   one  had  an  undetermined 
mode  of  transmission,   which  according  to  information  gathered  by  further 
interviewing,   could  have  resulted  from  female- to- female  sexual  contact  (Chu 
and  Conti  et  al) .  Massachusetts  was  not  part  of  this  study.  No  such  case  of 
AIDS  has  yet  been  reported  in  this  state. 

A  study  of  female  blood  donors  in  1990  who  tested  positive  for  HIV  (144  out  of 
960,000  donors;  106  of  144  were  interviewed)   failed  to  identify  any  cases  of 
female-to-female  transmission  of  HIV  (Peterson  and  Doll  et  al) .  Only  three 
women  reported  having  sex  with  women;  all  three  reported  histories  of  sex  with 
either  a  bisexual  or  IDU  male. 

Another  study  conducted  in  1988  failed  to  identify  female  sexual  contact  as 
the  sole  risk  factor  for  HIV  transmission  (Cohen  and  Marmor  et  al) . 

Two  important  factors  should  be  considered  when  evaluating  these  results :  in 
certain  settings,   such  as  that  reported  by  an  STD  clinic  in  NYC,  women  who 
have  sex  with  women  are  more  likely  than  heterosexual  women  to  have  other  risk 
factors  for  HIV  infection,  mainly  injecting  drug  use  or  multiple  sex  partners 
(commercial  sex  work)    (Bevier  and  Chiasson .et  al) .  Although  this  information 
may  not  be  applicable  to  all  populations,  some  women  who  have  sex  with  women 
may  be  more  likely  to  have  sex  with  women  who  are  at  risk  of  HIV  infection. 
Indeed,  some  reports  reveal  that  a  substantial  percentage  of  HIV  infected 
women  (up  to  30%)  have  had  sexual  activity  with  women  at  some  time   (as  cited 
in  Warren) .  Secondly,  certain  types  of  sexual  activities  involving  the 
exchange  of  bodily  fluids  (blood  or  vaginal  secretions)  may  be  traumatic,  and 
are  therefore  potential  routes  of  HIV  transmission.  Traumatic  injury 
and  the  presence  of  genital  ulcerative  disease  increase  the  risk  of  HIV 
transmission  (Wasserheit) .  At  least  one  case  of  HIV  transmission  from  woman  to 
man  by  oral  sex  has  been  reported,  which  suggests  transmission  by  saliva 
(Spitzer  and  Weiner) .  A  survey  conducted  in  Italy  of  324  women  who  engaged  in 
sex  with  other  women  revealed  that  77%  of  women  (72%  of  whom  were  exclusively 
homosexual)  engaged  in  sexual  activity  during  menstruation  :  28%  reported  oral 
sex  (75%  with  only  female  partners)  and  40%  reported  penetration  (  57%  with 
only  female  partners) .  Furthermore,  12%  of  women  reported  exchanging  the  same 
sex  toy  during  penetration  and  the  majority  of  women  engaged  in  oral  sex  (83%) 
with  other  women  (Sasse  and  Iardino  et  al) .  Therefore,  when  counseling  women 
who  have  sex  with  women,  specific  types  of  sexual  activity  must  be  explicitly 
discussed,  along  with  their  potential  risk  of  transmitting  STDs/HIV.  It  is 
important  to  raise  consciousness  among  women  and  providers  that  woman-to- 
woman  sex  does  not  eliminate  risk  for  HIV  infection,  and  that  transmission  can 
occur. 

These  health  issues  require  an  examination  of  how  care  is  delivered  to  and 
perceived  by  lesbian  women.  According  to  the  Kinsey  Report,  at  least  5%  of  the 
female  population  is  homosexual   (Kinsey  and  Pomeroy  et  al) .  Therefore, 
clinicians  should  be  aware  that  some  of  their  female  patients  are  lesbians. 
All  women  cannot  be  presumed  to  be  heterosexual  and  care  sensitive  to  those  of 
another  sexual  orientation  must  be  provided  (Simkin) .  A  1980  survey  conducted 
among  bisexual  and  lesbian  women  concerning  their  gynecologic  care  revealed 
that  more  than  one  third  of  women  surveyed  believed  that  revealing  their 
sexual  orientation  would  hinder  the  quality  of  care  they  received,  or  that 
providers  would  react  negatively  (Smith  and  Johnson  et  al) .  This  perception  is 
not  unusual   (Platzer) .  Although  the  majority  of  lesbian  women  (93%)  stated 
they  would  prefer  to  receive  care  from  a  female  physician,  83.8%  indicated 
they  could  discuss  personal  issues  with  any  physician,   regardless  of  their 
gender,  if  they  felt  comfortable.  Only  9.3%  of  women  surveyed  had  ever  been 
asked  about  their  sexual  orientation.  Finally,   in  a  previously  cited  survey, 
53%  of  lesbian  women  consulted  a  physician  only  when  a  problem  arose  (Johnson 
and  Guenther  et  al) .  Patient  perception  of  risk  is  an  important  factor  in 
underutilization  of  services:  many  lesbians  may  consider  their  risk  of 
cervical  cancer  to  be  low  and  may  not  seek  preventive  services   (Johnson  and 
Smith) .  Past  negative  experience   (Johnson  and  Smith  et  al,  Smith  and  Johnson 
et  al,  Platzer,  Trippet)   influences  the  use  of  traditional  health  care  and  may 


lead  lesbians  towards  alternative  health  services. 

Teens  may  be  particularly  reluctant  to  disclose  their  sexual  orientation  as  a 
result  of  homophobia   (Sanford) .  Discrimination  and  harassment  of  gays  and 
lesbians  still  occur  in  many  settings,   including  university  campuses 
(D'Augelli) .  Negative  reactions  from  providers  following  disclosure  of  sexual 
orientation  have  been  reported  by  lesbians  and  homophobic  attitudes  may  still 
be  present  within  the  healthcare  community  (Warren) . 

Establishing  a  good  rapport  and  trust  is  an  important  component  of  quality  of 
care.  Assessment  of  a  patient's  sexual  history  and  practices  in  a  non- 
judgmental  and  confidential  manner  is  essential  to  the  provision  of 
appropriate  care,   counseling  and  support  services.  When  initiating  discussions 
surrounding  sexual  issues,   it  is  important  to  avoid  framing  questions  around 
heterosexual  concerns   (e.g."  What  kind  of  birth  control  do  you  use?")  and  to 
open  the  door  to  frank  discussion  (e.g.   "  Are  you  sexually  active  with  men, 
women  or  both?")    (Raymond, .Gentry) .  Providers  should  be  aware  that  a  lesbian 
lifestyle  choice  does  not  preclude  or  obviate  the  need  for  routine  gynecologic 
care .  Patients  should  feel  comfortable  that  .revealing  their  sexual  orientation 
will  not  result  in  poor  care,  a  negative  reaction,  or  abandonment   (Robertson) . 

Finally,  in  cooperation  with  the  patient  and  in  total  confidentiality,  sexual 
practices  should  be  addressed  in  detail  to  evaluate  risk  for  STD/HIV  in  order 
to  provide  focused  and  adequate  primary  and  secondary  prevention  to  all  women 
(Searching  for  Women.  A  Literature  Review  on  Women,  HIV  and  AIDS  in  the  United 
States,  Stevens) .  Specifically,  to  reduce  potential  risk  of  STD/HIV 
transmission,  non- monogamous  women  should  be  counseled  to  avoid  contact  with 
vaginal  secretions  by  the  use  of  dental  dams  or  latex  condoms  laid  flat  during 
oral /genital  contact,  by  abstaining  from  sharing  sex  toys,  and  by  using  latex 
gloves  for  digital  vaginal  penetration.  Sexual  contact  during  menstruation  and 
in  the  presence  of  genital  ulcerative  lesions  should  be  avoided.  Traumatic 
sexual  activities,  which  could  result  in  bleeding  or  mucosal /epithelial  tears 
should  also  be  avoided. 

Although  none  of  these  recommended  prevention  techniques  have  been 
scientifically  studied  with  a  lesbian  or  bisexual  population,   they  currently 
represent  the  best  advice  available  to  prevent  possible  transmission  of 
STD/HIV  from  woman  to  woman. 
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BACKGROUND  ON  THE  DIVISION  OF  SEXUALLY 
TRANSMITTED  DISEASE  (STD)  CONTROL 


PROGRAM  HISTORY 

The  Massachusetts  State  Legislature  established  the  Venereal  Disease  Division 
of  the  Department  of  Public  Health  in  1937.     It's  major  purpose  at  that  time 
was  to  establish  clinics  strategically  located  clinics  throughout  the 
Commonwealth  for  the  express  purpose  of  venereal  disease  prevention  and 
control.     These  specialized  clinics  were  established  because  it  was  recognized 
that  the  complex  social  and  behavioral  factors  linked  to  such  diseases  were 
not  likely  to  be  acknowledged  or  well -understood  in  general  medical  practice 
settings,  and  such  factors  had  to  be  addressed  for  effective  disease 
prevention  and  control . 

Many  changes  have  occurred  over  the  years.     The  Commonwealth's  population  has 
become  increasingly  more  diverse,  previously  unknown  or  unrecognized  pathogens 
have  become  recognized  as  being  sexually  transmitted  including  incurable  viral 
infections;  different  STDs  have  been  more  prevalent  different  times;  disease 
treatment  has  become  more  complex  as  bacterial  resistance  and  interactive 
coinfections  have  made  clinical  management  more  challenging;  and  the  emergence 
of  HIV  as  an  incurable,   fatal  STD  have  made  the  task  of  primary  clinical 
prevention,  behavioral  change  counseling,  and  education  more  complicated. 

Some  things  have  not  changed,  however.    The  Division,  through  its  clinics, 
continues  to  ensure  that  first-rate,  experienced  and  sensitive  clinical 
diagnostic,  treatment  and  prevention  services  remain  available  to  everyone  in 
the  Commonwealth.  Confidential  services  are  available  regardless  of  age,  race, 
sex,  ethnicity,  primary  language,  citizenship  status,  or  ability  to  pay. 
Indeed,  although  the  services  do  cost  and  everyone  is  asked  to  pay  or  identify 
a  third  party  payor,  the  Commonwealth  through  this  Division  is  the  payor  of 
last  resort.     Thus,  people  unable  to  pay  or  unwilling  to  have  their  insurer  or 
health  plans  know  of  their  clinic  visit  will  not  be  denied  services.  In 
addition,  State  law  requires  these  clinics  to  offer  STD  services  to  minors 
without  parental  consent  and  without  any  billing,  thus  ensuring  the 
confidentiality  of  a  visit  by  a  minor. 

Protection  of  confidentiality  has  also  remained  constant  over  the  years.  At 
the  very  core  of  our  ability  to  see  patients,  offer  counseling,  and  to  elicit 
the  names  of  partners  is  a  sense  of  trust  that  the  information  divulged  is 
protected  and  the  source (s)  will  never  be  identified.  All  laws  protecting 
medical  records  pertain  to  STD  records.  STD  clinic  records  are  kept  separate 
from  the  person's  medical  record   (if  they  have  one  at  that  institution). 
Thus,  a  review  of  the  general  medical  record  will  have  no  reference  to  STD 
histories.     Clinic  records  related  to  HIV  testing  are  often  kept  separate  even 
from  the  STD  records,   and  access  to  such  records  are  not  possible   (per  State 
Law)  without  a  signed  consent  from  the  patient.     Division  records  are  kept  in 
locked  files  in  locked  rooms.     Computer  access  is  restricted  by  a  series  of 
passwords.     Protection  of  confidentiality  is  a  daily  concern.     It  is  not 
sufficient  to  know  that  information  has  been  successfully  protected  for  almost 
60  years.     Our  job  is  to  maintain  and  reinforce  this  standard  each  day. 
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SERVICE  ELEMENTS 


The  DPH  Division  of  STD  Control  has  five  major  service  areas. 

1)  Clinical  Services.     The  Division  supports  specialized  STD  clinical 
services  through  13  contracted  and  one  subcontracted  provider.     The  clinics  (8 
in  hospitals;  3  in  community  health  centers;  two  in  family  planning/planned 
parenthood  clinics;  and  one  in  the  women's  prison  in  Framingham)   are  located 
throughout  the  state   (a  list  is  attached) .     The  clinics  offer  comprehensive 
STD  exams  and  testing,   as  well  as  confidential  HIV  counseling  and  testing  as  a 
part  of  the  service.     The  clinics  are  run  by  nurses,  operate  on  a  walk- in 
basis,  and  everyone  who  registers  is  seen  during  clinic  hours. 

2)  Laboratory  Services.      The  diagnostic  and  therapeutic  services  of  the 
clinics  are  supported  by  laboratory  services  at  the  State  Laboratory 
Institute.  The  State  Lab  also  offers  screening  and  confirmatory  STD  testing  to 
medical  providers  throughout  the  State. 

3)  Epidemiology.     The  Division  supports  Disease  Intervention  Specialist 
(DIS)   services  to  each  and  every  medical  provider  in  the  State.     The  DIS  will, 
with  the  cooperation  of  each  patient  and  provider,  interview  each  person  with 
syphilis,  gonorrhea  and  HIV  to  see  if  the  source  of  the  current  infection  can 
be  identified,  as  well  as  those  who  may  subsequently  have  been  exposed.  These 
highly  trained  educators /counselors /epidemiologists  will  then  try  to  locate 
each  named  partner  and  inform  them  (discreetly  and  anonymously)  of  their 
exposure,  impress  upon  them  the  ftraed. for  an  evaluation  and  early  intervention 
services  for  a  possible  infection,  provide  information  about  where  such 
services  are  available,  and  provide  focused,  risk-reduction  counseling  to 
prevent  future  exposures.     A  full  description  of  partner  notification  services 
can  be  obtained  by  calling  the  Division  at  (617)  522-3700  X  407. 

4.  Surveillance.     Certain  STDs  are  reportable  (by  law)  by  the  diagnosing 
physicians.  These  reports  go  directly  to  the  Division  and  are  confidential.  . 
In  addition,  laboratories  are  responsible  for  reporting  significant  lab  - 
findings  to  the  Division  for  further  evaluation.     This  data  is  compiled  for 
epidemiologic  follow-up  (when  necessary)  by  the  DIS,  and  is  also  used  as  a 
measure  of  prevention  initiatives .     The  data  is  used  to  help  decide  how  and 
where  resources  and  personnel  can  be  most  effectively  used. 

5.  Education.     The  Division  develops  and/or  provides  teaching  materials 
(films,  slides,  brochures,  factsheets,  etc.)  for  professional  and  public 
groups .     It  provides  educational  programs  and  conferences  as  well  as  a 
speakers  bureau,  so  that  any  group  wishing  to  learn  more  about  STDs  (including 
HIV)  can  have  a  speaker  for  that  purpose. 

SUMMARY 

The  Division  of  STD  Control  has  a  trained,  caring  and  experienced  staff  as 
well  as  up-to-date  resources  for  the  task  of  preventing  and  controlling  STDs. 
The  problems  posed  by  this  objective  are  daunting.     They  involve  an 
understanding  of  diverse  populations  and  viewpoints;  social,  behavorial,  and 
cultural  influences  and  patterns;  and  a  willingness  to  cooperate,  collaborate, 
and  communicate.     The  Division  welcomes  the  opportunity  to  become  partners 
with  interest  and  concerned  groups  and  individuals  to  continue  progress  toward 
eradicating  STDs. 
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